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“ERYTHEMA OF THE NINTH DAY” 
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Milian’ in describing his theory of “biotropism” called attention 
to a postarsenical accident which, because of the appearance of the 
phenomenon from eight to ten days (on an average nine days) after 
the first administration of arsphenamine and because of the associated 
erythema (morbilliform or scarlatiniform), he aptly designated as “ery- 
theima of the ninth day.” 

Evidence is accumulating to support the hypothesis that the salient 
features of erythema of the ninth day sharply distinguish it from other 
reactions, especially those appearing late, which are usually ascribed to 
arsenical intoxication. Since relatively little is actually known concern- 
ing the pathogenesis of accidents due to arsphenamine, the separation of 
such a definite symptom complex as erythema of the ninth day should 
help to clarify the confused interpretations of the numerous cutaneous 
reactions to arsphenamine. An attempt will be made in this communica- 
tion, by a detailed consideration of the following six premises, to assign 
to erythema of the ninth day, on the basis of its clinical behavior, a 
definite place among postarsenical reactions. 

1. The characteristic features of erythema of the ninth day are suf- 
ficiently outstanding to distinguish the symptom complex from other 
mild reactions to arsphenamine. 

2. The recognition of this syndrome will in the majority of cases 
permit at the onset of symptoms the differentiation of a mild, self-limited 
cutaneous reaction from the more serious vesiculo-erythrodermia which 
eventuates in the dreaded crustaceous dermatitis. 

3. As such reactions are possibly not due to true intoxication with 
the arsenical radical, the proper interpretation of erythema of the ninth 
day will make easier the decision as to whether further arsphenamine 
therapy can be offered the patient who requires it without danger of 
inviting a true arsenical intoxication. 

4. The recognition of the syndrome will also make possible a more 
exact evaluation of the methods of treating intoxications with the various 


Read at the Fifty-Seventh Annual Meeting of the American Dermatological 
Association, Inc., New York, June 7, 1934. 
1. Milian, G.: Le biotropisme, Paris, J. B. Bailliére et fils, 1929. 
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arsenical preparations, for obviously sodium thiosulphate, dextrose and 
other remedial measures have been many times accredited with miracu- 
lous success when the condition was actually self-limited. 

5. General recognition of the symptom complex of erythema of the 
ninth day will materially aid in distinguishing this accident due to ars- 
phenamine from rubeola and from the mild scarlet fever of the present 
day. 

6. The increasing frequency of occurrence of this type of erythema 
and the general use of arsphenamine by those not familiar with the 
dermatologic or the contagious disease aspects of the reactions warrant 
the attention of the medical profession in this country. 

Milian ' attempted to explain erythema of the ninth day and similar 
clinical phenomena as the result of the biotropic action of various 
chemical substances. By tropism is understood the faculty to turn 
toward something else, that is, orientation, which proceeds under the 
influence of physical, chemical or mechanical agents. Bioparasitotropism 
or biotropism is that faculty of the organism to change the effect of 
certain chemical substances when introduced into the body so that the 
latent micro-organisms, in place of being destroyed, are activated to 
vitality and virulence. 

Milian ' made the distinction between necrotropism, the lethal action, 
and biotropism, the irritative or stimulating action. Biotropism is espe- 
cially likely to occur when feeble or insufficient doses are employed, 
resulting in the stimulation of the latent parasites, with the production 
of numerous and divers accidents. These accidents are usually regarded 
as toxic manifestations, but Milian expressed the belief that they are 
in reality examples of biotropism and quite different from toxic acci- 
dents. This aspect of biotropism is generally observed in medical prac- 
tice, and Milian stated that many such accidents are erroneously 
designated as colloidal upsets, allergic reactions and the like. 

Some years before his report, a clinical observation helped Milian 
discover the hidden facts of biotropism. The patient was a man aged 
40 who twenty years before had had furunculosis. Following the second 
injection of neoarsphenamine, the furuncles, which had been dormant 
for twenty years, reappeared. After each subsequent injection until the 
fifth or sixth, a new crop of boils appeared. After that time the crops 
became less extensive, and finally injections no longer produced an 
exacerbation of the furunculosis. On the occasion of a second course 
of treatment, which was begun after an interval of several months, the 
furunculosis again became manifest. Under treatment with arsphena- 
mine the apparently cured staphylogenic disease once more flared up and 
again could be checked with further treatment. Gradually over a period 
of years a large number of biotropic accidents were encountered, and 
Milian maintained that when they occur following arsenical treatment 
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herpes zoster, herpes simplex, pityriasis rosea, lichen planus, molluscum 
contagiosum, malaria and the various erythemas are the result of latent 
infections, reactivated during the course of antisyphilitic therapy with 
the usual chemical substances. 

The practical application of Milian’s theory is the continuation of 
arsenical therapy following biotropic accidents in patients for whom 
further arsenical medication is indicated. He followed this procedure 
after taking certain precautions, and he maintained that the treatment 
should be continued with maximum doses as in the therapeutic attack 
on the uncomplicated condition. He cited a large number of cases in 
which treatment was continued without further serious sequelae. 

Milian divided arsenical erythema into two main types: (1) toxic 
erythema appearing toward the end of a course of treatment, which is 
described as vesiculo-edematous erythrodermia, and (2) biotropic ery- 
thema, always appearing early and comparable to the infections already 
noted. He admitted that the infectious nature of this type of erythema 
is difficult to establish, except in malaria, because the appropriate experi- 
mental means are lacking. He expressed the belief, however, that 
repeated clinical observations and evidence supplement the insufficiently 
conclusive results of the laboratory tests. 

Milian expressed the opinion that the second type of erythema has 
nothing to do with toxic erythema but is solely biotropic, that is, the 
revival of a latent infectious process by the introduction of arsphenamine. 
In favor of such a hypothesis he mentioned not merely the fact that the 
erythema disappears on further treatment with the same medicament but 
the fact that it appears regularly after an incubation period of nine days 
under the form of an infectious disease, whereas toxic erythema, that is, 
arsphenamine dermatitis, shows itself only when the organism is 
impregnated with the drug. He also expressed the opinion that biotropic 
erythema has nothing to do with anaphylaxis, since all attempts at 
transmission gave negative results. Erythema of the ninth day Milian 
maintained to be nothing else than the expression of weakened scarlet 
fever, measles, etc. The carriers of such cutaneous rashes have in 
earlier life become immunized against these diseases, either by recovery 
from an attack or by contact with infected persons. This immunity, 
however, is interrupted or temporarily destroyed by arsenical treatment. 
For the correctness of this view, according to Milian, speaks the fact 
that the origin and course of the erythema show no variation from those 
of the genuine infectious disease, except for the absence of desquama- 
tion. Further confirmation is the fact that through such erythema genu- 
ine measles can be transmitted. That the erythema is concerned with 
infectious disease is further upheld by the epidemic occurrence of such 
rashes, as Milian observed in soldiers’ barracks. 
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Some years prior to Milian’s study, Neizer, Brauer and others 
(quoted by Schreiner’ ) reported cases of eruptions occurring during 
treatment with preparations of arsphenamine which may be interpreted 
as instances of erythema of the ninth day but none of the patients were 
treated similarly to those of Milian, who manifested erythema of the 
ninth day, and little agreement as to the pathogenesis of the condition 
is to be found. Most writers have attempted to explain the early ery- 
thema on the basis of anaphylaxis, toxic, or analogous to the serum sick- 
ness, which frequently occurs on the seventh day after the first injection. 
A difference between early erythema and arsphenamine dermatitis with 
respect to the cause was expressed by Sttthmer * when he stated that 
hypersensitivity may be accepted as the explanation of the occurrence of 
acute vasotoxic phenomena, whereas in the case of chronic arsphenamine 
dermatitis Hoffman’s explanation of an injury to the liver comes into 
consideration. In the description of the exanthem, which he called “sub- 
acute anaphylactoid salvarsan dermatitis,” he described exactly the symp- 
tom complex which Milian termed erythema of the ninth day. 

Recently, Schreiner *? presented an extensive report of erythema of 
the ninth day, including eleven cases, and reviewed Milian’s theory of 
biotropism together with numerous of the latter’s clinical examples 
of the phenomenon. Schreiner entered into detail in regard to Milian’s 
general explanations concerning biotropism because in the German 
literature, as far as he was able to survey it, this concept is not met 
except for brief references. 

Schreiner’s attention was especially directed to erythema of the ninth 
day because during the months just prior to his study this type of 
exanthem suddenly appeared with sufficient frequency to be regarded as 
epidemic. He had not seen such an eruption during the course of treat- 
ment with arsphenamine for many years, and it had been observed before 
only in scattered cases. As few writers had reported any considerable 
number of cases he felt justified in recording the eleven cases encoun- 
tered in his service. Especially since they were seen over such a rela- 
tively short period of time, they awakened an interest in Milian’s 
conception of erythema of the ninth day. 

Schreiner’s cases of erythema of the ninth day followed the adminis- 
tration of the usual preparations of arsphenamine—neoarsphenamine, 
old arsphenamine and a soluble arsphenamine preparation. In addition, he 
twice observed the occurrence of an exanthem of the type of erythema of 
the ninth day following intramuscular injections of a bismuth prepara- 
tion. The first nine cases presented a symptom complex in many respects 
similar to that of erythema of the ninth day as described by Milian. 


2. Schreiner, K.: Ueber Milian’s “Erythem des 9 Tages,” Arch. f. Dermat. u. 
Syph. 167:94, 1932. 
3. Stiithmer, A.: Miinchen. med. Wchnschr. 58:2447, 1912. 
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Further treatment in no case led to arsphenamine dermatitis, although in 
two cases the treatment was broken off because the exanthem showed 
no tendency to disappear. He was impressed with the epidemic charac- 
ter of the erythema in his own and the reported cases, but he could not 
explain the frequency in the occurrence of the phenomenon on the basis 
of nutrition, technical errors in making the solution, the medicament 
itself or the mode of administration. The patients belonged only in part 
to the dermatologic clinic and were treated in different places and by 
different physicians. Also, in spite of an associated severe epidemic of 
measles and scarlet fever during the winter, Schreiner could not explain 
the phenomenon as the result of secondary stimulation and mobilization 
of latent parasites in the organism following the injections of arsphen- 
amine. Rather he attempted to explain the exanthem on the basis of 
allergic reactivity. He stated that Doerr’s * criteria for allergic reactivity 
or for allergic reaction are met in erythema of the ninth day. The criteria 
are: (1) deviation from the normal; (2) specificity; (3) independence 
of the clinical symptoms of the allergic reactions from the chemical and 
pharmacodynamic properties of the substances occasioning them, and 
(4) proof of antibodies—passive transmission. The presence of anti- 
bodies he proceeded to verify by means of skin tests and especially by 
passive transmission. He stated: 


From these investigations whose procedure and final results we have shown in 
two cases, we believe ourselves justified in concluding that the skin tests give us 
valuable disclosures, that in salvarsan exanthem of the type E-9 we are dealing 
with allergic phenomenon and they can instruct us concerning the state of altered 


reactivity. 


Schreiner maintained that there is no room for overcautiousness with 
regard to the readministration of arsphenamine following erythema of 
the ninth day. He did not agree with Milian, however, that the drug 
should be continued in every case but held that the erythema should not 
stand in the way of further treatment with arsphenamine of a young 
person with a fresh infection. If it can be shown that the reactive 
manifestations are of cutaneovascular character and not of epidermal 
sensitivity, Schreiner expressed the belief that treatment can be con- 
tinued without risk. 

REPORT OF CASES 


Case 1.—A man, aged 29, was seen in his room at the request of his physician 
on Aug. 26, 1929, because of a generalized rash. He had consulted his physician 
following the appearance of a penile lesion and was told that he had the primary 


lesion of syphilis. 


4. Doerr, R.: Allergische Phenomene—Die Idiosynkrasien, in von Bergmann, 
G., and Staehelin, R.: Handbuch der inneren Medizin, Berlin, Julius Springer, 
1926. 
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August 16: Neoarsphenamine, 0.3 Gm., was given by intravenous injection. 

August 22: Neoarsphenamine, 0.6 Gm., was administered by intravenous 
injection, 

August 25: The patient felt as if a cold was developing and remained in his 
room. He was not aware of an eruption at that time. 

August 26: He awoke covered with an eruption; his throat seemed dry, and 
he felt “feverish.” Examination revealed a generalized eruption which closely 
resembled measles. There was no history of exposure to measles, of photophobia 
or of coryza. The temperature was 102.5 F. The penile lesion was found to be 
reduced by one-half. The mucous membranes were congested and dry. Neither 
Koplik’s spots nor strawberry tongue was noted. The patient was not especially 
ill. The clinical diagnosis was arsphenamine dermatitis. Since I was not familiar 
with erythema of the ninth day at that time, it was decided to return the patient 
to his physician for hospitalization, as it was thought probable that exfoliating 
dermatitis was impending. 

August 27: The temperature was 102 F. Little change in the patient’s condi- 
tion was noted. Intravenous injections of sodium thiosulphate were started, 
together with general supportive treatment. The leukocyte count was 8,150. 

August 28: The temperature was 101 F. The rash was less pronounced. 

August 29: The temperature was 98.8 F. The patient felt well. The eruption 
had disappeared. 

August 31: The temperature was 98.8 F. The patient was discharged. 

Later the treatment was continued with bismuth subsalicylate. 


Case 2.—M. H., a girl aged 19, was referred by her physician on June 14, 1932, 
because of sore throat and a generalized rash. She was found to have a universal 
macular and fine papular eruption which was confluent over the chest and back, 
was rather brightly erythematous and closely resembled the cutaneous picture of 


rubeola. She stated that the rash had appeared on June 13. Inquiry elicited the 
fact that two weeks prior to examination her blood gave a positive reaction for 
syphilis and that treatment for that condition was started on June 4. She did not 
know of any exposure either to measles or to scarlet fever. In addition to the 
eruption, the mucous membranes of the oral cavity were found to be markedly 
congested, but neither a strawberry tongue nor Koplik’s spots were to be found. 
The anterior and posterior chains of cervical lymph glands were tender to palpa- 
tion and visibly enlarged, and the axillary and inguinal glands were also enlarged. 
The temperature was 100.5 F. Except for malaise, the patient was free from 
symptoms. 

June 4: Neoarsphenamine, 0.3 Gm., was administered by intravenous injection. 

June 7: Neoarsphenamine, 0.45 Gm., was given by intravenous injection. 

June 13: The eruption just described made its appearance. It developed first 
on the trunk and in twenty-four hours had become generalized. 

The clinical diagnosis was erythema of the ninth day following the use of 
arsphenamine. No treatment was recommended because of the absence of symp- 
toms. Sodium thiosulphate was intentionally withheld. The physician was advised 
to resume treatment with neoarsphenamine in ten days. He reported that the 
eruption faded and three days later had disappeared and that the patient felt well. 

July 1: Neoarsphenamine, 0.3 Gm., was given by intravenous injection. Dur- 
ing the injection the patient complained of an unpleasant taste and was slightly 
nauseated. 

July 9: Neoarsphenamine, 0.3 Gm., was given by intravenous injection. 
Nausea occurred, and after the completion of the injection the patient vomited. 
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July 15: Neoarsphenamine, 0.3 Gm., was given by intravenous injection. 
Nausea again occurred, followed by vomiting. There was no rise in temperature, 
nor was the injection followed by cutaneous manifestations. 

July 20: Because of the extreme nervousness of the patient and the mild gas- 
tric reactions, the physician allowed himself to be dissuaded from giving further 
neoarsphenamine therapy. Treatment was continued with disodium hydroxy- 
mercurisalicyloxyacetate and biliposol. 

Dec. 16, 1932: The reaction of the blood was negative, and the patient was 
well and had no accidents as a result of the therapy other than that already 
described. 


Case 3.—F. B., a woman, aged 23, was first seen on Jan. 6, 1933, because of a 
large number of flat warts, which were generously scattered over the face. The 
usual therapeutic attack was followed with little success. Bismuth subsalicylate 
was then tried with no better success. Early in June 1933, it was decided to try 
intramuscular injections of sulpharsphenamine. 


June 9: Sulpharsphenamine, 0.2 Gm., was given by intramuscular injection. 

June 16: Sulpharsphenamine, 0.3 Gm., was given by intramuscular injection. 

June 19: The patient returned to the office stating that since the second injec- 
tion she had not felt well. She complained specifically of loss of appetite, general 
malaise and slight itching of the skin. On examination the temperature was found 
to be 100.3 F., and a faint macular eruption was found over the trunk, of which 
the patient was not aware. She did not know of exposure to a contagious disease ; 
however, she gave a history of having had measles at 7 years of age. There was 
no exanthem, nor were Koplik’s spots found. A tentative diagnosis of erythema 
of the ninth day was made, and the patient was advised to return to her home 
and use general supportive measures. 

June 21: On calling at the patient’s home, I found her in bed with the window 
shades drawn because of photophobia. Her temperature was 102.2 F. The eruption, 
now generalized, was distinctly morbilliform. She complained of a dry mouth, 
and the usual diffuse congestion was found. Koplik’s spots were sought but were 
not found. It was ascertained that there were no children in the home. She 
complained of pain and discomfort on rotation of the head, which were found to 
be the result of a marked tender enlargement of the posterior cervical chain of 
lymph glands. The inguinal and axillary glands were likewise tender. 

The subsequent course of events justified the tentative diagnosis of erythema 
of the ninth day, and treatment was continued along supportive lines. Sodium 
thiosulphate was purposely withheld. 

June 23: The patient was more comfortable. The temperature was 102 F., 
but the exanthem had changed little. The appetite had returned only slightly. 

June 25: The temperature was 100.2 F. The patient was still confined to 
bed, but the eruption was now rapidly fading. The lymph glands were less 
tender. She was desirous of soft food and in general felt much better. 

June 30: On a visit to the office, the signs and symptoms of erythema were 
found to have disappeared, but verrucae were still present. 


Case 4.—J. L., a girl aged 19, was brought to the Detroit Receiving Hospital 
on July 21, 1933, complaining of vomiting, chills and a generalized eruption. The 
history and course were as follows: 


July 7: A test of the blood was made and found to give a 4 plus reaction. 
July 10: Neoarsphenamine, 0.3 Gm., was given by {ntravenous injection. 
July 17: Neoarsphenamine, 0.4 Gm., was given by intravenous injection. 
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July 19: The patient felt chilly and was sure that she had fever, but no 
record of the temperature was made. Nausea was present, and toward evening 
vomiting occurred with severe abdominal distress. 

July 20: An eruption appeared which involved the arms, face and trunk: 
vomiting persisted. 

July 21: The patient was brought to the hospital. The temperature was 
104 F.; the respiratory rate, 35 per minute, and the pulse rate, 140. Involving the 
entire cutaneous surface with the exception of the palms and soles was a brightly 
erythematous macular eruption, closely resembling measles. The face was involved, 
but the eruption was most marked over the anterior portion of the chest, where 
the macules were confluent. The patient seemed acutely ill and continued to vomit 
at frequent intervals. The anterior and the posterior cervical lymph glands were 
enlarged and tender to palpation. The axillary, epitrochlear and inguinal glands 
were palpable but were not tender. The mucous membranes were generally con- 
gested, but no Koplik’s spots were found. The condition was thought to be 
erythema of the ninth day, and while the usual supportive measures were inaugu- 
rated sodium thiosulphate in its various forms was purposely withheld. 

July 22: The temperature rose to 105.4 F. The respiratory rate continued 
to be high, but the pulse rate dropped to 120 per minute. Vomiting continued, 
and the patient was very uncomfortable. The blood count revealed no leukopenia 
or decrease in the number of circulating lymphocytes. 

July 23: The temperature suddenly fell to 101.4 F. and there was a cor- 
responding decrease in the pulse rate and the respiratory rate. The patient was 
more comfortable, and the vomiting stopped. 

July 24: The temperature was 100 F. The rash was fading, and the condition 
was improved. 

July 26: The temperature was 99.5 F. The rash had disappeared. 

July 27: The temperature, respiration and pulse were normal, and the patient 
was feeling well. She was discharged and advised to return to her physician for 
continuation of the treatment, but she failed to return to his office and has not been 
heard from since. 


The following reports of cases were obtained from the records of the 
University Hospital, Ann Arbor, Mich., and are used through the cour- 
tesy of Dr. Udo J. Wile. 


Case 5.—D. L. R., a man aged 37, entered the University Hospital on Jan. 20, 
1928. Definite stigmas of inherited syphilis were found; the Wassermann reaction 
of the blood was 2 plus. Direct inguinal hernia on the right side and absolute 
glaucoma of the right eye were found. 

January 27: Arsphenamine, 0.3 Gm., was given by intravenous injection. 

January 30: Arsphenamine, 0.4 Gm., was given by intravenous injection. 

February 1: Arsphenamine, 0.5 Gm., was given by intravenous injection. 

February 2: The patient was transferred to the surgical department for repair 
of the hernia. 

February 3: Repair of the direct inguinal hernia on the right side was effected 
by the usual Bassini method. Following the operation the patient’s condition was 
good. 

February 4: Twenty-four hours following the operation it was noted that 
a cutaneous eruption was ,developing. The patient was nauseated and vomited 
frequently. The temperature was 101.2 F. 
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February 2: The following statement was submitted by the surgical service: 
“An erythematous rash has developed in the past twenty-four hours. Precautionary 
measures against contagious disease will be taken until you see the patient.” 

Examination revealed a generalized macular eruption, especially marked on the 
trunk. The lesions were both discrete and confluent, and the average size was 
about that of a small pea. The eruption had a peculiar red appearance. There 
was no attendant scaling. The mouth and throat were diffusely red, which was 
especially marked about the pharynx. The tongue was red but was not the straw- 
berry type. All the superficial lymph glands were moderately enlarged, but were 
not tender to palpation. Over the right cubital fossa at the site of the injections 
of arsphenamine the eruption was confluent, and the skin was slightly erythematous. 
The leukocyte count was 8,600. 

The clinical diagnosis (department of dermatology) was “a characteristic 
arsphenamine dermatitis.” 

February 5: The temperature was 100 F.; the patient felt better. 

February 7: The temperature was 100.2 F.; the rash was fading. 

February 11: The temperature was 98.8 F.; the rash had disappeared, and 
the patient was transferred to the hospital for convalescent patients. 

March 14: He returned to the hospital as advised, and the treatment was 
continued. Arsphenamine, 0.3 Gm., was given by intravenous injection. 

March 28: Arsphenamine, 0.4 Gm., was given by intravenous injection. 

April 4: Arsphenamine, 0.5 Gm.; was given by intravenous injection. The 
patient suffered no reaction. He was discharged. 

Jan. 29, 1929: The patient returned to the hospital. He had gained 15 pounds 
(6.8 Kg.); his health was better than ever before. Owing to the note in his 
record that “because of previous arsenical dermatitis, he is to have no more 
arsphenamine,” he was advised to continue treatment with bismuth subsalicylate 
and potassium iodide. 

June 27: The patient was in excellent health. He received more bismuth 
subsalicylate and potassium iodide. 

March 13, 1930: His health had remained good. 

Nov. 4, 1930: The patient complained of insomnia but was otherwise well. 


The administration of a second course of arsphenamine was obvi- 
ously thought to be contraindicated, but the erythema of the ninth day, 
equally obviously, had in no way sensitized the patient to arsphenamine, 
and certainly the treatment should have been continued with the com- 
bined therapy as had been originally planned. 


Case 6.—M. H., a woman aged 23, entered the University Hospital on Sept. 
12, 1927, for a “general examination.” The results of the examination were 
essentially negative, but the reaction of the blood was found to be strongly positive. 
The patient was advised to enter the hospital for antisyphilitic treatment. 

September 19: Arsphenamine, 0.3 Gm., was given by intravenous injection. 

September 20: Arsphenamine, 0.4 Gm., was given by intravenous injection. 

September 21: Arsphenamine, 0.4 Gm., was given by intravenous injection. 
The patient was discharged with instructions to return in one month for further 
therapy. 

September 29: She returned to the outpatient department, stating that she 
had felt very tired for the past two days and had had frequent attacks of vomiting 
during the last twenty-four hours. The eruption appeared on September 28, first 
on the hands, then on the forearms and later on the trunk. There was no record 
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of temperature. Over the trunk and arms were fine, maculopapular lesions, both 
discrete and confluent, which faded readily on pressure. Lymphadenitis was not 
present; the spleen and liver were not palpable on abdominal examination; there 
was no record of examination of the Oral cavity. 

The clinical diagnosis was arsphenamine dermatitis, and hospitalization was 
advised. The patient refused to enter the hospital for treatment and returned to 
her home. Subsequent inquiries by the social service department elicited no 
response; she was presumed to have remained well. 


In spite of the meagerness of this record, I think that the time of the 
appearance of the symptoms, their relatively mild character, the type of 
the eruption and the presumptive outcome permits this case to be 
classified as an example of Milian’s erythema of the ninth day. 


Case 7.—M. K., a woman aged 17, entered the University Hospital on June 25, 
1931, for examination. She was found to have congenital syphilis, and the usual 
treatment with arsphenamine and bismuth subsalicylate was recommended. 

June 28: Arsphenamine, 0.2 Gm., was given by intravenous injection. 

July 6: The patient suffered from sore throat, earache, a huge, tender mass 
in the neck and generalized enlargement and tenderness of the superficial lymph 
glands. The anterior cervical chain of lymph glands were extremely tender to 
palpation. The temperature was from 103 to 104 F. No membrane was found 
in the throat. The blood count revealed moderate leukopenia and many young 
polymorphonuclear leukocytes. A complete report of the examination of the blood 
is as follows: red cells, 4,300,000 per cubic millimeter; white cells, 4,100; hemo- 
globin (Sahli), 78 per cent; polymorphonuclears, 79 per cent; large lymphocytes, 
4 per cent; mononuclears, 5 per cent; small lymphocytes, 7 per cent and eosin- 
ophils, 5 per cent. 

The blood picture suggested Hodgkin’s disease, although the clinical history 
did not. There was a definite decrease in lymphocytes. As an acute condition 
this decrease might follow edema of the lymph nodes with stoppage of the circu- 
lation of lymph. Such a condition might also follow acute poisoning, such as that 
caused by arsphenamine. The blood picture was suggestive of the type of person 
in whom exfoliative dermatitis develops. There was no indication at present of 
aplasia or of agranulocytosis. 

July 9: The temperature was 105 F., and as the throat was sore and con- 
gested, the department of otology was asked to see the patient. The simple diagnosis 
of acute pharyngitis was made. A faint rash was first noted over the upper extremi- 
ties and trunk. After medical consultation, it was reported: “Since the appear- 
ance of the rash, the condition is probably toxic erythema due to arsphenamine.” 

July 10: The rash was generalized and typically morbilliform. The tempera- 
ture was 102 F. The patient was more comfortable. It was thought to be 
established that the disturbance was a toxic erythema, the result of intolerance to 
arsphenamine. The usual treatment was instituted, consisting of a diet low in 
fats, forcing of fluids, alkalinization, etc. Daily injections of sodium thiosulphate 
were begun. 

July 11: The temperature was 100.2 F. The pulse rate had gradually receded ; 
the patient continued to improve symptomatically. 

July 12: The temperature was 100 F. 

July 16: The patient was asymptomatic and without fever. The eruption had 
almost entirely disappeared. 

July 18: Mild jaundice with pruritus was present. 
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July 20: The bilirubin content of the blood was 17 mg. per liter. 

July 22: The bilirubin content of the blood was 20 mg. The patient was 
asymptomatic. 

August 4: Icterus had gradually disappeared. The bilirubin content of the 
blood was 7 mg. per liter. The condition was good. The patient was discharged 
with instructions to return in three months. 

October 8: The patient felt well, had not been jaundiced and had had no 
further symptoms. She continued treatment with bismuth subsalicylate. 

July 15, 1932: She returned for further advice. She had remained well dur- 
ing the interval since the last visit. Bismuth subsalicylate was continued. 


Case 8.—P. H., a woman aged 24, entered the University Hospital on Feb. 7, 
1934, where she was found to have syphilis of the central nervous system of the 
diffuse type. Examination of the spinal fluid revealed 14 cells per cubic milli- 
meter, a gold curve of 1233331000 and a 4 plus reaction to the Kahn test. 

February 9: Arsphenamine, 0.2 Gm., was given by intravenous injection. 

February 11: Arsphenamine, 0.3 Gm., was given by intravenous injection. 

February 13: Arsphenamine, 0.4 Gm., was given by intravenous injection. 

February 19: The patient returned to the hospital, stating that a rash had 
appeared on the previous day and that for two days she had not felt well. She 
was placed in isolation, and precautions against contagious disease were taken. 
On examination she was found to have a generalized morbilliform eruption with 
slight enlargement of all the superficial lymph glands. The temperature was 
100 F. The clinical diagnosis was arsphenamine dermatitis. Hospitalization was 
advised. Treatment was started with sodium thiosulphate and calcium gluconate. 

February 20: The temperature was 100 F., and the patient felt better. 

February 21: The temperature was 98.8 F. The rash had almost gone. As 
the patient was anxious to return to her home and was asymptomatic, she was 
discharged with instructions to return in one month. 

March 7: The eruption promptly disappeared after the patient returned home, 
and she had felt well since that time. There was no further dermatitis or jaundice. 
She was discharged under treatment with bismuth subsalicylate and instructed to 
return in three months. 


Case 9.—V. M., a girl aged 19, was admitted to the service of the department 
of obstetrics of the University Hospital on March 29, 1934. She was found to be 
six months pregnant and to have an involuting chancre of the left labium majus, 
together with oral and cutaneous manifestations of generalized infection. 

April 6: Arsphenamine, 0.25 Gm., was given by intravenous injection. 

April 11: Arsphenamine, 0.25 Gm., was given by intravenous injection. 

April 14: The patient complained of not feeling well and was reported to 
have a rise of temperature to 101 F. Examination revealed a generalized morbilli- 
form eruption, most marked on the trunk but involving the face and extremities 
as well. The superficial lymph glands were definitely enlarged; the cervical glands 
were slightly tender to palpation. The tongue and the oral mucous membrane, 
together with that of the pharynx, were congested, and the patient complained 
of dryness of the mouth. No Koplik spots were found. Treatment was started 
by means of colloidal baths (baths of corn starch and soda) and intravenous injec- 
tions of sodium thiosulphate. 

April 15: The temperature was 100 F. Symptomatically, the condition of 
the patient remained much the same as on the preceding day. The rash was 
unchanged. 

April 16: The temperature was 99 F. The rash was fading rapidly, and the 
patient felt much improved. 
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April 18: The temperature was 98.8 F. The rash had disappeared. Further 
arsphenamine therapy was thought to be contraindicated, but treatment was con- 
tinued with bismuth subsalicylate. 


Obviously this was the type of case in which additional medication 
with arsphenamine is required. Active infection in the presence of 
pregnancy, together with the accepted fact that the patient’s medical 
accident was an erythema of the ninth day, justified, in my opinion, the 
reestablishment of arsphenamine therapy at the earliest possible moment. 


Case 10.—V. S., a woman aged 29, was admitted to the University Hospital 
as presenting an emergency case on April 10, 1934, and assigned to the department 
of internal medicine. Her chief complaints were nausea, vomiting, weakness and 
soreness of the mouth. The history and course follow. 

March 31, 1934: She was given an intravenous injection of neoarsphenamine 
for the treatment of trench mouth; she did not know the dosage. Since that time 
two similar injections had been given, the last on April 8. 

April 9: The patient noticed a rash, which first appeared over the trunk and 
promptly became generalized. 

April 10: Examination revealed a young woman, somewhat asthenic, who 
appeared acutely ill. She presented a generalized maculopapular eruption, which 
tended to be somewhat confluent over the face, neck and back. On the extremities 
it remained maculopapular in character, the lesions varying from the size of a 
pinhead to that of a pea. The palms and soles were spared. The mucous mem- 
brane of the oral cavity was diffusely red, and the tongue was slightly coated. 
No Koplik spots were seen. The throat was not especially red at this time. 
There was a generalized enlargement of all of the superficial lymph glands, the 
posterior cervical chain being definitely tender to palpation. The temperature 
was 103.2 F. There was a history of measles at the age of 9 years. 

The clinical diagnosis (medical department) was as follows: “Precautions 
against contagious diseases are advised. Toxic erythema, toxic hepatitis or scarlet 
fever is suspected. The reaction of the blood to the Kahn test was negative. The 
blood count revealed: white cells, 8,750; abnormal cells, none; polymorphonu- 
clears, 94 per cent. The urinalysis showed albumin (2 plus). 

April 11: The patient was seen by a staff member from the department of 
dermatology. The report follows: “The history and clinical appearance are com- 
patible with those of measles. However, no Koplik spots were seen, and there 
was little edema of the face. There was no photophobia. The absence of leuko- 
penia (white cell count, 8,750) is evidence against the diagnosis of measles. I 
believe the condition to be toxic erythema.” The temperature was 100 F. The 
urinalysis revealed absence of albumin. 

April 12: Intravenous injections of sodium thiosulphate, colloid baths and 
pharyngeal irrigations were begun in addition to general supportive measures. 
The temperature was 100.8 F. The general condition was improved. The rash 
was fading. Urinalysis revealed absence of albumin. 

April 13: The patient was much improved, although she continued to com- 
plain of sore throat. The temperature was 98.8 F. 

April 14: The rash had disappeared and the patient felt much better. Injec- 
tions of sodium thiosulphate were discontinued. The temperature was normal. 
She was transferred to the medical service for further study of the pains in the 
joints and for treatment of trench mouth. The signs and symptoms of toxic 
erythema had entirely disappeared. 
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COMMENT 


The six introductory premises will now be reconsidered in the light 
of the evidence supplied by the cases just reported and an effort will be 
made to verify the assumptions therein expressed. 


PREMISE ONE 


The characteristic features of erythema of the ninth day are suffi- 
ciently outstanding to distinguish the symptom complex from other mild 
reactions of arsphenamine. The distinguishing features will now be con- 
sidered in detail. 


Onset—Perhaps the most striking and consistent feature of the 
syndrome is the time of appearance of the first symptoms. Almost with- 
out exception the accident occurs, on the average, nine days after the 
administration of the first injection of the drug, irrespective of the sub- 
sequent injections. This consistent time factor, in contrast to the irregu- 
larly spaced appearance of other reactions, should immediately focus 
attention on the symptom complex under discussion. 


Duration.—Equally striking is the short duration of the symptoms 
and eruption of erythema of the ninth day. In the majority of the 
patients in whom this reaction occurs, the course of the erythema is 
short and apparently self-limited. Even patients who are more seri- 
ously ill, as those in cases 4, 7 and 10, have prompt relief from the more 


distressing symptoms in three or four days, and the rash subsides in an 
equally short time. The resultant icterus in case 7 will be discussed later. 


Drug.—The usual preparations of arsphenamine were used in the 
present series of cases: in five cases, arsphenamine; in four, neo- 
arsphenamine, and in one, sulpharsphenamine by intramuscular injection. 


Dosage.—In no case could the initial dose be said to have been exces- 
sive. Milian? stressed the fact that erythema of the ninth day is most 
likely to follow the administration of feeble doses of the drug, which 
observation is corroborated in this series of cases. 


Signs —(a) Eruption: This is most frequently morbilliform. 
While the rash closely resembles measles it has more of the character- 
istics of dermatitis medicamentosa, as seen after the use of copaiba, 
antipyrine, salicylates, barbital and other drugs. The eruption of ery- 
thema of the ninth day seldom appears first on the face and neck; it does 
not follow the downward course of rubeola, and posteruptive staining 
does not occur. 

(b) Involvement of the mucous membranes: These surfaces are 
regularly involved, but the congestion is dry as distinguished from 
that of measles. The absence of Koplik’s spots, coryza and character- 
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istic ocular signs is most important in distinguishing erythema of the 
ninth day from measles. The tongue is involved in the congestive 
process but is apt to be gray and coated and not the strawberry tongue 
seen in scarlet fever. 


(c) Fever: The fever usually is not high although, as in cases 4 
and 7, the temperature may reach 105 F. The temperature falls rapidly 
and returns to normal in from three to four days. The rise in tempera- 
ture may antedate the eruption, but it is not classically prodromal, as in 
measles. The typical, well known prodromal fever of measles does not 
occur in erythema of the ninth day, a fact which is of exceptional value 
in the differential diagnosis of the two conditions. 


(d) Adenopathy: Glandular involvement is present, as in measles 
and scarlet fever, but frequently a more decided involvement of the 
cervical groups occurs than even in rubeola. 


Symptoms—The symptoms are usually mild, but occasionally, as in 
cases 4, 7 and 10, the patient may appear acutely ill, although even in 
these cases the symptoms are of short duration. Pruritus is not a noted 
symptom. 

Age and Sex.—Like persons with other mild reactions following 
administration of arsphenamine, patients with erythema of the ninth day 
as a rule are in the younger age group. Women predominate (in this 
series there were eight women and two men), which is equally true of 
patients with other mild reactions. 


PREMISE TWO 


Recognition of this syndrome will in the vast majority of cases per- 
mit at the onset of symptoms the differentiation of a mild, self-limited 
cutaneous reaction from the more serious vesiculo-erythrodermia which 
eventuates in the dreaded crustaceous dermatitis. Amplification of these 
differential points will now be undertaken in order to validate this 
premise. 

Onset.—Cooperative clinical studies® reveal that reactions, either 
mild or severe, occur with by far the greatest frequency during the first 
course of injections of arsphenamine. The time of the appearance of 
dermatitis during the first course of injections, therefore, becomes of 
major importance in the attempt to determine whether the dermatitis is 
to be mild or severe. The morbilliform or scarlatiniform eruption of 
erythema of the ninth day almost invariably appears, on the average, nine 
days after the first injection of the drug. Arsphenamine dermatitis, on 


5. Cooperative Clinical Studies in the Treatment of Syphilis: Arsenical 
Reactions, Ven. Dis. Inform. 14:173 (Aug.) 1933. 
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the other hand, occurs later in the first course of treatment, usually 
twenty-four hours after the last injection, and no such period of incuba- 
tion is described. 

Prodromata.—Whether recognized or not, most patients in whom 
severe crustaceous dermatitis develops later have presented prodromal 
warning of intolerance to arsphenamine. The signs of intoxication 
manifest themselves either as evidences of cutaneous irritability, such 
as mild erythema, pruritus or patches of mild transient dermatitis, or 
as symptoms referable to systemic intoxication, such as gastro-intestinal, 
febrile reactions, prostration or mild icterus. The onset of erythema of 
the ninth day marks the initial disturbance. 

Eruption—The eruption of true arsphenamine dermatitis is most 
frequently scarlatinoid and is more apt to be associated at the onset with 
slight edema and confluency. The face is often predominantly involved. 
Promptly, this bright erythematous rash eventuates into the typical gen- 
eralized vesiculo-edematous erythrodermia. A dry, oozing dermatitis 
appears, especially on the dependent parts; swelling increases, especially 
of the face; vesiculation appears, and crustaceous dermatitis with 
exfoliation is impending. 

The eruption of erythema of the ninth day is most frequently mor- 
billiform and occasionally scarlatiniform; when well established, on the 
other hand, it promptly diminishes in intensity. 

Symptoms.—The patient suffering from severe arsphenamine derma- 
titis is usually acutely ill from the outset. He is often extremely irrita- 
ble; chilling is pronounced; headache, diarrhea, fever and other 
evidences of intoxication are present. Pruritus is invariably present and 
frequently severe. 

In general, the symptoms of erythema of the ninth day are slight. 
Occasionally, nausea and vomiting are complained of, but distressing 
symptoms are short-lived or lacking. 

Duration.—Arsphenamine dermatitis, in spite of therapeutic endeav- 
ors, continues for from one to three months. Erythema of the ninth day 
is apparently self-limited; the eruption and the majority of the symp- 
toms disappear in from three to six days. 

Age and Sex.—Like other mild reactions, erythema of the ninth day 
definitely occurs in persons in the younger age group, in contrast 
to crustaceous dermatitis and icterus due to arsphenamine, both of which 
are generally accepted as arsenical intoxications and are more likely to 
occur in persons in the older group (40 to 44 and 45 to 49 years), as 
shown in “Cooperative Clinical Studies.” ° 

Apparently, erythema of the ninth day is more likely to occur in 
women, as shown in this small series of cases; this observation parallels 


the findings recorded in “Cooperative Clinical Studies” * with reference 
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to mild reactions. In that study, the incidence among men was 8.2 per 
thousand injections as compared with 20.2 among women; whereas in 
the case of the severe reactions, the incidence was 2.1 per thousand injec- 
tions among men as compared with 2.8 among women. 

Associated Conditions.—It is generally accepted that the incidence 
of severe dermatitis is higher among patients who have foci of infec- 
tion. This is especially true of patients with pelvic inflammatory dis- 
ease. The incidence of severe dermatitis is also higher in patients who 
suffer from various dermatologic conditions, such as seborrheic dermati- 
tis, eczema, epidermophytosis and similar maladies which lower the 
immunologic threshold of the cutaneous envelop. 

No such associated conditions were present in this series of cases of 
erythemas of the ninth day. 

Treatment.—Syphilologists are in accord as to the value of detoxi- 
cating measures in cases of true arsphenamine dermatitis. As the thera- 
peutic value of these measures is apparently directly proportional to the 
time of administration, it is advisable to recognize true arsphenamine 
dermatitis at the earliest possible moment so that detoxicating measures 
may be inaugurated without delay. 

The value of detoxicating measures in the treatment of erythema of 
the ninth day will be discussed in connection with premise 4. No proof 
has been offered that the course of erythema of the ninth day has in any 
way been altered by the administration of sodium or calcium thio- 
sulphate, dextrose or similar remedies. 

Resumption of Arsphenamine Therapy.—Arsphenamine therapy, 
either with the same or with a different drug, has been resumed in 
patients who have suffered from severe crustaceous dermatitis. All 
investigators are, however, in agreement that the danger of further 
intoxication is so real that one is seldom justified in recommending such 
hazardous therapy. 

The danger of further severe reactive manifestations on reinstitution 
of arsphenamine therapy following erythema of the ninth day is slight 
indeed. This feature is more fully treated in connection with premise 3. 

Dosage.—lIt is generally agreed that arsphenamine dermatitis occurs 
independently of the dose of the drug employed, and it is also accepted 
that the severity of the symptoms bears no relationship to the amount 
of the drug administered. It is a fact, however, that in cases of severe 
reactions the dose has been average or maximum, where as in most 
cases erythema of the ninth day has followed the administration of 
small or feeble doses. 

PREMISE THREE 


As such reactions are possibly not due to true intoxication with the 
arsenical radical, the proper interpretation of erythema of the ninth day 
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will make easier the decision as to whether further arsphenamine therapy 
can be offered the patient who requires it without danger of inviting 
a true arsenical intoxication. 

This premise avers that all reactions resulting from arsphenamine are 
not due to true intoxications with the arsenical radical. During recent 
years an increasing number of mild reactions have been variously 
ascribed to anaphylactic disturbances, to allergic manifestations or to 
“colloidal upsets.” It has been seen that erythema of the ninth day should 
be sharply separated from severe accidents and accorded a definite place 
among the mild reactions. It has been further seen that, while Milian 
and Schreiner are not in agreement with reference to their interpreta- 
tions of the type of reaction, they are in accord in distinguishing this 
symptom complex from true arsenical intoxication. 

I cannot subscribe to Milian’s hypothesis that the injection of 
arsphenamine can bring about a symptom complex which is identical 
with that of rubeola or of scarlet fever. It will be shown in the consid- 
eration of premise 5 that erythema of the ninth day differs from measles 
and scarlet fever in numerous important respects. With these differ- 
ential characteristics in mind, one with a large experience in contagious 
diseases has little difficulty in classifying such exanthematous eruptions. 
In doubtful cases with scarlatiniform eruption one may apply the 
Schultz-Charlton blanching test, the reaction to which is uniformly nega- 
tive in cases of erythema of the ninth day and positive in cases of true 
scarlet fever. With this specific blanching reaction, there is additional 
proof in the form of a laboratory procedure that scarlatiniform erythema 
of the ninth day is not infectious in origin and therefore is not identical 
with true scarlet fever. 

Added to this evidence is the experience of workers with contagious 
diseases that measles does not occur a second time in the same person 
and, likewise, that scarlet fever only exceedingly rarely recurs. Also, 
measles and scarlet fever are, in the main, diseases of childhood, while 
erythema of the ninth day apparently occurs almost exclusively in adults 
who are under treatment with arsphenamine. 

I am, therefore, inclined to accept Schreiner’s explanation of the 
allergic nature of erythema of the ninth day, but not entirely willing 
to attribute it to an overmalign arsenical content of preparations of 
arsphenamine. It is not within the scope of this communication to 
trace the fate of arsphenamine in the body or to prove or disprove. the 
arsenical causation of erythema of the ninth day. However, the possi- 
bility suggests itself that because of the contrasting character of ery- 
thema of the ninth day and true arsenical poisoning some other portion 
of the arsphenamine molecule may be involved in erythema of the ninth 
day and in other mild reactions. As the clinical characteristics of these 
reactions are different, so in all probability are their causal factors. If 
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arsenic is proved to be solely responsible for the divers reactions 
accredited to it following the injection of arsphenamine, the scope of the 
drug will most assuredly have to be enlarged. Rather one looks to the 
remainder of the arsphenamine molecule for a clue to the causative 
factor. It is certainly within the realm of possibility that the medicament 
may produce an eruption independent of the arsenic contained in it. 
Schamberg and Wright ® called attention to the fact that the first step 
in the production of arsphenamine is a fusion of aniline oil and arsenic 
acid. Many drugs derived from aniline oil, such as antipyrine, the 
salicylates, barbital and the like, produce morbilliform or scarlatiniform 
eruptions. 

Recently Madden‘ directed attention to the reaction which follows 
the administration of phenyl-ethyl-hydantoin, a drug used in the treat- 
ment of chorea. Apparently phenyl-ethyl-hydantoin is one of the drugs 
that always produce cutaneous manifestations accompanied by a definite 
symptom complex after administration for a certain definite time and 
in exact amounts. The patients are given from one to three doses daily 
for from seven to twelve days. The administration of the drug is dis- 
continued as soon as the fever or eruption appears. The eruption gen- 
erally appears between the ninth and the twelfth day, is morbilliform 
and is associated with a few mild symptoms. It is seemingly self-limited, 
disappearing within three or four days without desquamation or pig- 
mentation. The syndrome is surprisingly similar to that of erythema of 
the ninth day and may have a similar chemical origin, as may the exanthe- 
matous eruptions of other synthetic drugs containing a phenol radical. It 
is certainly conceivable that the phenolic nature of the molecule may, 
under certain circumstances and in certain persons, be responsibie for 
cutaneous accidents such as erythema of the ninth day. 

One observation in the study of the fate of arsphenamine in the body 
adds weight to the hypothesis that erythema of the ninth day may be 
the result of the liberation of phenol. Weiss, working in Schamberg’s 
laboratory (cited by Schamberg and Wright *), undertook the study of 
the mechanism of detoxication possessed by the body. He thought it 
seemed plausible to venture the hypothesis that in the patients in whom 
severe reactions manifest themselves after the administration of neo- 
arsphenamine or arsphenamine detoxication is subnormal or absent, 
owing to the injury sustained during the course of the infection by the 
hepatic, renal and other cells concerned in the mechanism. Of course, 


6. Schamberg, J. F., and Wright, C. S.: The Treatment of Syphilis, New 
York, D. Appleton & Company, 1932, p. 282. 

7. Madden, J.: Nirvanol Eruptions, Arch. Dermat. & Syph. 26:1065 (Dec.) 
1932. 

8. Schamberg, J. F., and Wright, C. S.: The Treatment of Syphilis, New 
York, D. Appleton & Company, 1932, p. 199. 
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normal variations in this process cannot be overlooked as a possible 
factor. Weiss made a preliminary study of the elimination in the dog 
of the free and conjugated urinary phenols after the intravenous injec- 
tion of a single large tolerated dose (50 mg.) of neoarsphenamine. He 
made the interesting determination that after a single intravenous injec- 
tion of neoarsphenamine no appreciable variation in elimination of 
phenol was observed during the first period of five days. During the 
next similar period, there was an increase in the elimination of both free 
and conjugated phenol. Throughout the third period of five days, the 
excretion returned to a practically normal level. 

Weiss further found that the injection of a dose of 0.841 Gm. of neo- 
arsphenamine resulted in the elimination of a total of only 47 mg. of 
additional phenol during a period of fifteen days; 81 per cent of this 
amount was in the conjugated state. Of the phenol normally eliminated 
only from 10 to 30 per cent was in the conjugated form. Since in the 
colorimeter 1 mg. of neosarphenamine reacts like 0.466 mg. of phenol, 
Weiss recorded the striking observation that only 9.2 per cent of the 
dose injected is eliminated in the form of phenol or of a phenol deriva- 
tive. In view of this apparent retention of phenol with the maximum 
elimination in the second period of five days, it seems at least plausible 
to theorize that accumulation of phenol after the administration of 
arsphenamine, phenyl-ethyl-hydantoin and similar drugs may be prof- 
fered in explanation of the mechanism of erythema of the ninth day. 

Premise 3 further avers that the proper interpretation of erythema of 
the ninth day will aid in the decision frequently facing the physician as 
to whether additional arsphenamine should be given to patients who 
have suffered one of the several mild reactions. 

If one accepts Milian’s concept, all patients after biotropic accidents 
can be further treated without danger of arsenical poisoning. This he 
thought might safely be done because such reactions are neither toxic 
nor allergic in origin. Milian? seemingly proved this contention satis- 
factorily by uniformly continuing treatment with the maximum dosage 
without change to another of the arsphenamine series. Schreiner, in 
general, agreed with Milian’s conclusion and showed that nine of his 
eleven patients with erythema of the ninth day continued treatment 
without further difficulty. It seems that in uncomplicated cases of ery- 
thema of the ninth day the patient can safely continue treatment, and, 
in view of the interpretation of this mild reaction, I should not hesitate 
to recommend continuation for any of the patients in the series reported 
here except the one in case 7. The stormy onset in this case, together 
with the leukopenia and decrease in lymphocytes, was immediately sug- 
gestive of a toxic arsenical erythema rather than of erythema of the 
ninth day. Further, the appearance of icterus eight days after the 
eruption, together with an increase in the bilirubin content of the blood, 
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is evidence of hepatic damage, probably arsenical in origin. As this 
case was not an uncomplicated example of erythema of the ninth day, 
I hesitate to advise further treatment with arsphenamine. 

Additional clinical data are available with reference to the continua- 
tion of treatment in the report on arsenical reactions in “Cooperative 
Clinical Studies.” ° It was found that patients who have had one or 
more reactions may continue with arsenical therapy and stand a good 
chance of having no further difficulty. Of the 950 patients who had one 
reaction, 714 were given further arsenical therapy, and 75 per cent of 
these had no further difficulty. The report stated: “In the light of 
these data it is believed that in a serious case, the physician is justified 
after one month or more, in attempting further arsenical therapy, despite 
the danger of reactions.” If one can so generalize about all types of 
reactions, certainly, in view of what has been shown with reference to 
erythema of the ninth day, the physician is amply justified in reinstituting 
arsphenamine therapy for a patient with a fresh case of syphilis when 
the interruption has been properly interpreted as an uncomplicated ery- 
thema of the ninth day. 

PREMISE FOUR 


Recognition of erythema of the ninth day will make possible a more 
exact evaluation of accepted methods of treating intoxications with the 
various arsenical preparations, for obviously sodium thiosulphate, dex- 
trose and other detoxicating measures have been many times accredited 


with miraculous success when the condition was actually self-limited. 

While it is obviously difficult to prove such an inference, there is 
no evidence at hand to support the claim that erythema in patients so 
treated has pursued a course essentially different from that in 
untreated patients. As with the reinstitution of arsphenamine, a cer- 
tain amount of conviction and courage is required to withhold this 
therapeutic agent, but with the proper recognition of erythema of the 
ninth day as a self-limited syndrome the usual detoxicating remedies can 
safely be dispensed with. 

Six of the patients reported on here received sodium thiosulphate, 
while four did not have the benefit of this form of treatment. Obviously, 
little can be concluded from so small a number of cases, but Milian’s 
patients likewise received no detoxicating therapy, and no mention was 
made by Schreiner of the use of such remedies. An average of from 
ten to twelve patients with erythema of ‘the ninth day are each year 
sent to the Herman Keifer Hospital in Detroit (service of Dr. John E. 
Gordon) with the diagnosis either of measles or, more commonly, of 
scarlet fever. These patients are isolated to prevent contagion; sup- 
portive and symptomatic treatment only is prescribed, and the average 
stay in the hospital is three days. 
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Accordingly, a large number of cases of erythema of the ninth day 
can be found in which sodium thiosulphate, dextrose and the like were 
withheld with no appreciable effect on the symptoms or duration of the 
reaction. 

PREMISE FIVE 

General recognition of the symptom complex of erythema of the 
ninth day will materially aid in distinguishing this accident due to 
arsphenamine from rubeola and from the mild scarlet fever of the 
present day. 

The number of patients with such reactions which are sent to hos- 
pitals for contagious diseases is sufficient proof that the salient features 
of erythema of the ninth day are not generally well known. Many 
physicians are familiar with the cutaneous aspects of arsphenamine reac- 
tions, but a far greater number are unaware that such reactions may so 
closely simulate the various exanthems. Not only is knowledge of the 
cardinal signs and symptoms of measles and scarlet fever necessary, 
but one must be familiar with the finer distinguishing features of each 
disease in order to differentiate correctly this form of medicamentous 
dermatitis. Likewise, one must be acquainted with the morbilliform or 
scarlatiniform eruption which follows serum sickness and phenyl-ethyl- 
hydantoin, copaiba (“‘sailor’s measles’’), antipyrine and other drugs of a 
similar nature. 

PREMISE SIX 


The increasing frequency of occurrence of this type of erythema and 
the general use of arsphenamine by those not familiar with the derma- 
tologic or the contagious disease aspects of the reactions warrant the 
focusing of attention of the medical profession of this country on the 
symptom complex of erythema of the ninth day. | 

The occurrence of cases 8, 9 and 10 of the series reported here in the 
months of February, March and April, 1934, respectively, not only is 
suggestive of the increasing frequency of this type of reaction but adds 
support to Milian’s theory of the epidemic nature of the phenomenon 
and corresponds to Schreiner’s experience, wherein his attention was 
drawn to Milian’s concept of an erythema of the ninth day because of the 
almost epidemic appearance of his series of cases. The epidemic appear- 
ance of erythema of the ninth day is an additional reason for focusing 
attention on this reaction, for it is often this very fact that makes difficult 
the proper interpretation of the syndrome by those not familiar with 
the contagious disease aspects of reactions to arsphenamine. 

The general use of arsphenamine during recent years by those not 
especially trained in dermatologic practice justifies an attempt to broaden 
the scope of general information concerning cutaneous accidents follow- 
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ing the administration of arsphenamine, in the hope that such reactions 
will be recognized as accidents due to arsphenamine and will be properly 
interpreted so far as further therapy with arsphenamine is concerned. 


SUMMARY 


1. The essential features of erythema of the ninth day following the 
administration of arsphenamine are sufficiently characteristic to distin- 
guish this syndrome from the ill defined group of so-called mild reactions 
to arsphenamine. 

2. Evidence has been offered in an effort to show that the recognition 
of this typical mild reaction will in most cases make possible at the onset 
of symptoms the differentiation of this mild, self-limited medicamentous 
dermatitis from the serious vesiculo-edematous erythrodermia which 
leads to crustaceous dermatitis and exfoliation. 

3. A possible explanation of the mechanism of production of ery- 
thema of the ninth day is suggested by the theory that the arsenical radi- 
cal of the drug may not be responsible for the self-limited train of 
symptoms which distinguishes erythema of the ninth day from true 
arsenical intoxications. The phenol content of the molecule may possibly 
explain this type of dermatitis, a hypothesis which is supported by 
Weiss’ experimental evidence of the retention and elimination by the 
dog of free and conjugated phenols after a single maximum tolerated 
dose of neoarsphenamine. 

The question of further treatment with arsphenamine after ery- 
thema of the ninth day is considered, and the opinion is offered that 
ultraconservatism with reference to the reinstitution of therapy after 
this accident is not warranted by the facts at hand. One is justified in 
recommending additional treatment for a patient with early syphilis if 
the accident has been properly interpreted as uncomplicated erythema of 
the ninth day. The evaluation of cutaneous tests in this connection is 
now being investigated in cases of erythema of the ninth day as they 
occur. 

4. The value of the administration of sodium thiosulphate and other 
detoxicating measures in the treatment of this self-limited intoxication 
is questioned. Four of the ten patients received no sodium or calcium 
thiosulphate, and there was no alteration of the self-limited signs or 
symptoms. The disease in other patients from whom the treatment 
has been withheld has likewise followed the same limited course in the 
treated patients. 

5. In order to distinguish erythema of the ninth day from measles 
and the mild scarlet fever of the present day, the differential character- 
istics of each disease must be known. 





KEIM—ERYTHEMA AFTER ARSPHENAMINE 313 


6. The effort to focus attention on this apparently increasing and 
characteristic postarsphenamine symptom complex finds its justification 
in the fact that it is not generally recognized in this country by the great 
army of physicians using arsphenamine. 


CONCLUSIONS 

Ten cases of erythema of the ninth day are presented. 

Erythema of the ninth day is a definite, self-limited mild reaction to 
arsphenamine. 

Recognition of this symptom complex will make possible its early 
differentiation from true arsphenamine dermatitis. 

Reinstitution of arsphenamine therapy can be safely recommended 
after uncomplicated erythema of the ninth day. 

Detoxicating measures do not alter the course of erythema of the 


ninth day. 
Erythema of the ninth day can be distinguished from rubeola and 


scarlet fever. 
10 Witherell Street. 


ABSTRACT OF DISCUSSION 


Dr. SAMUEL E. Sweitzer, Minneapolis: I wish to ask Dr. Keim a few ques- 
tions. The thing that struck me in listening to this interesting paper was the 
method of administration of the arsphenamine. This erythema appears on the 
ninth day. With the accepted methods of administration of arsphenamine, one 
does not wait nine days to give the second injection. I do not see how the 
physician could tell the time of the eruption, because the patient receives the first 
treatment, and there is then an interval, followed by another treatment and an 
interval. How can he tell what type of eruption it is? I think that if this 
concept of an erythema of the ninth day is allowed to be generally known, it will 
cause trouble, for an arsphenamine eruption is often so mild that at first it shows 
only in front of the elbow space. Usually a general practitioner misses this 
sign; a dermatologist may miss it and give another dose, and the patient may 
then have a more serious eruption. I think one should use caution in assuming 
that an eruption comes only in nine days, for in my practice I do not know how 
I could distinguish between this type of eruption and the ordinary form due to 
arsphenamine. 

Dr. E. Witt1am Apramowitz, New York: Dr. Milian’s conception as cited 
by Dr. Keim, that some of the morbilliform and scarlatinifom eruptions that 
appear on the ninth day represent latent scarlet fever or measles, could be easily 
corroborated. Since measles and scarlet fever are highly contagious, I wonder 
whether there are any reports of the development of measles and scarlet fever 
from contact with patients manifesting erythema of the ninth day. 


Dr. E. J. Trow, Toronto, Canada: I agree with Dr. Sweitzer when he says 
that it would be extremely difficult to determine whether an eruption was an 
erythema or an early arsenical dermatitis. I believe that arsphenamine dermatitis 
usually begins in a mild form and that it is the additional dose which precipitates 
the acute attack. I have in mind a case observed a short time ago, that of a 
woman with a florid syphilid; after the first treatment erythema was noticed over 
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the cheek. The temperature was elevated, and she complained of headache and 
swelling of the cheek. Erysipelas was the only possible diagnosis. It may be 
that this severe reaction is, in a way, comparable to that in Dr. Keim’s cases. 

Dr. IsaporE Rosen, New York: I wish to ask Dr. Keim whether the cases 
in which this erythema of the ninth day developed were primary cases of syphilis 
in which negative reactions to the serologic tests were obtained or whether they 
were cases of secondary syphilis. Also, I should like to know whether he was 
giving his patients with positive serologic reactions a preliminary short series of 
treatments with bismuth before administering arsphenamine. In the large number 
of patients that are treated at the clinic of the New York Post-Graduate Medical 
School and Hospital this type of reaction is rarely if ever seen. 

Dr. C. Guy Lane, Boston: I wish to ask another question as to whether 
in the early treatment of syphilis, with injections at intervals of three or four 
days, erythema of the ninth day was more marked or occurred with the same 
frequency. 

Dr. A. BENson CANNON, New York: I have seen many cases of the so-called 
erythema of the ninth day, and I had suspected that it was due to an idiosyncrasy 
to arsenic. On the other hand, the eruption is indistinguishable from scarlet fever 
and the so-called toxic erythema. The same type of eruption is sometimes seen 
after erysipelas and following infection of wounds. I once observed a case of this 
type of erythema following the infection of a wound caused by the removal of a 
mole with the electric needle. Cultures of streptococci were isolated from the 
wound. Often the scarlatiniform type of postarsphenamine dermatitis occurs after 
the third injection or after a large dose of the drug. The generalized erythema 
usually is preceded by a chill, high temperature and petechial hemorrhages of the 
mucous membranes of the eyes and mouth and of the flexor surfaces of the skin. 
Associated with this is leukocytosis, the white cell count sometimes being as high 


as 36,000, with a correspondingly high percentage of polymorphonuclears. These 
signs are indicative of septicemia, and they certainly lead me to consider such 
cases as due to a faulty technic in the administration of arsphenamine. I think 
that a blood culture should be made early in the course of the eruption in each case. 


Dr. HartHer L. Kerm, Detroit: Those who are familiar with Milian’s work 
will recall that the type of eruption under consideration, namely, erythema of the 
ninth day, is only one of the numerous biotropic accidents. He expressed the 
belief that the injection of the chemical substance, usually arsphenamine, tempo- 
rarily destroys the immunity of the organism with a resultant so-called biotropic 
accident. He included not only erythema of the ninth day but pityriasis rosea, 
lichen planus and other eruptions which occasionally follow the administration of 
arsphenamine. 

Uniformly, these mild erythemas are the first indications of intolerance to the 
drug and make their appearance, on the average, nine days after the first injection, 
irrespective of the time or the number of subsequent injections. There are no 
prodromal signs or symptoms, such as pruritus, short-lived erythema or urticaria. 
The morbilliform or scarlatiniform eruption is the first indication of trouble. 

With reference to Dr. Abramowitz’ comment, I may state that I do not agree 
with Milian that erythema of the ninth day is in reality reactivated measles, scarlet 
fever or measles. I am of the opinion that erythema of the ninth day is distin- 
guishable from true measles or scarlet fever. I had prepared slides to bring out 
the differential points, but, I regret, time would not permit me to show them. 

I cannot hold with Dr. Trow that the initial changes in true arsphenamine 
dermatitis are always indistinguishable from the early signs and symptoms of 
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erythema of the ninth day. The former condition invariably has a stormy onset 
with prompt and progressive increase in the severity of the signs and symptoms, 
while in erythema of the ninth day the patient is not acutely ill at the oriset, and 
by contrast the signs and symptoms, after their establishment, tend to involute 


promptly. 

According to the reported cases, no particular form of arsphenamine is at 
fault. In Milian’s and in Schreiner’s series of cases the accident followed all the 
common arsphenamine preparations. In my series of ten cases, in five instances 
it was caused by neoarsphenamine; in four, by old arsphenamine, and in one, by 
sulpharsphenamine. 

In reply to Dr. Rosen’s question, I may state that erythema of the ninth day 
has followed the treatment of all types of syphilis. In the cases of advanced and 
latent disease there is no evidence of reactivation of the infection, and in two cases 
included in this series syphilis was absent, so that the eruption could, of course, 
in no way be construed as a Herzheimer reaction. 

I wish to repeat and make clear that the eruption appears, on the average, nine 
days after the first injection, whether subsequent injections are given or not. If I 
have left the impression that there is, following the administration of arsphenamine, 
a syndrome which is self-limited and mild in comparison with true arsphenamine 
intoxications, I believe that at a later time there will be a somewhat greater agree- 
ment that this mild eruption can, in most cases, be distinguished at the onset from 
that of true arsphenamine intoxication. 





SYPHILIS AND SKIN DISEASES IN THE 
AMERICAN NEGRO 


PERSONAL OBSERVATIONS 


H. H. HAZEN, M.D. 
WASHINGTON, D. C. 


Since 1910 I have kept a record of the consecutive cases of skin 
diseases and of syphilis which I have personally observed in the Negro. 
Most of these cases were seen at Freedmen’s Hospital. During the 
world war advisory boards’ were a prolific source of material. As an 
unusually high percentage of rare cases has been seen, the following 
figures should not be taken as indicating the type of cases ordinarily 
encountered in the dispensary. As to the type of Negro studied, the 
articles by Howard Fox? and me® have given information that need 
not be duplicated in this paper. 

A total of 17,878 patients were observed; 6,149 had syphilis, and 
11,729 had other skin diseases. In this paper no attempt will be made 
to study the general subject of syphilis as it affects the Negro race. 
Zimmermann * has already studied this question, and in general my 
observations are in accord with his. The following tabulation shows the 
types of syphilitic disease that I have encountered: 


Macular 
Maculopapular 


Follicular 
Annular 


Malignant 
Si ivdinsvenauetsstnbebenvaseatbabagitubeds sos 
Nodular 


Vitiliginous 
Tertiary 
Neurosyphilid of Unna 


Congenital 
Late viseeral 


Read at the Fifty-Seventh Annual Meeting of the American Dermatological 
Association, Inc., New York, June 7, 1934. 
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PRIMARY SYPHILIS 


When one considers that in practically all of the cases of secondary 
syphilis it is possible to learn the site of inoculation, it will be seen that 
if only 8 of 3,360 patients showed extragenital chancres the percentage 
is amazingly small. Of these lesions 2 were tonsillar, 5 labial and 1 
digital. For over twenty years I have had a large proportion of the 
staff of the Freedmen’s Hospital and several hundred Negro graduates 
of Howard Medical School searching for cases of extragenital chancres 
in secondary syphilis and have been unabie to find any more. Zimmer- 
mann recorded an incidence of extragenital infection of 1.4 per cent 
in a small series of patients. Thompson *® and Zeisler *° also commented 
on its rarity. Reasoner * suggested that cutaneous tissues exert a defense 
against inoculation, which obviously must include the mucous membranes 
of the mouth. 

EARLY SECONDARY SYPHILIS 


Despite the statements of Zimmermann, Baetz * and Carter,’ lesions 
of the mucous membranes of the mouth in my experience are much 
more common in the Negro, the incidence being nearly 40 per cent 
as against 30 per cent in the white race. 

Moist papules and condylomas are usually conceded to be much 
more common in both Negro men and Negro women than in white 
persons. 

Only 7 per cent of my patients showed an early macular eruption, 
and most of those patients were light mulattos. Zimmermann likewise 
commented on the relative infrequency of this type of lesion. 

It is well known that papular lesions are much more frequent in 
Negroes than in white persons. In a relatively high percentage of 
instances itching is present, and this may be mild or relatively severe. 
Follicular papular syphilids are not infrequent in the colored race. Of 
my patients with secondary syphilis 5 per cent showed lesions of this 
type. Zimmermann likewise noted a high incidence of this type of 
lesion in Negroes. 

It is an undoubted fact, as Howard Fox has stated, that the most 
spectacular dermatologic peculiarity of the Negro is that annular lesions 


5. Thompson, L. B.: Syphilis: Diagnosis and Treatment, Philadelphia, Lea 
& Febiger, 1920, p. 52. 

6. Zeisler, E. P.: Multiple Chancres of the Lip, J. A. M. A. 68:1546 
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7. Reasoner, M. A.: Some Phases of Experimental Syphilis, J. A. M. A. 
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8. Baetz, W. G.: Syphilis in Colored Canal Laborers, New York M. J. 100: 
20, 1914. 

9. Carter, H. R.: Manifestations of Syphilis Among Negroes: Statistical 
Inquiry, Rep. Superv. Surg.-Gen. Marine Hosp., 1883, p. 131. 





318 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


tend to develop in secondary syphilis.“° Approximately 17 per cent of 
the early syphilids showed one or more ringed lesions. 

The prevalence of pustular syphilis is likewise much higher in the 
Negro than in the white race. The vast majority of the patients 
showed manifestations of the varioliform type, but rupial lesions were 
not infrequently encountered. 


LATE CUTANEOUS SYPHILIS 


Gummas of various kinds form the predominating cutaneous lesions 
of late syphilis, but nodular and serpiginous lesions are frequent, though 
apparently they are not more frequent in Negroes than in white 
people. Apparently not nearly so many instances of severe late syphilids 
have been seen in the past decade as in the preceding one. 

Only 2 instances of malignant syphilis have been seen. Syphilitic 
vitiligo was present in 18 Negro women and was in every case associated 
with neurosyphilis. 

Relatively intractable palmar syphilid is distinctly rare. 

Four cases of neurosyphilid of Unna were seen. A study of 2 of 
these cases makes it appear probable that these lesions are analogous 
to the tuberculids, trichophytids and recently described leprids. 


CONGENITAL SYPHILIS 


For the past few years the pediatric department of Freedmen’s 
Hospital has been handling patients with congenital syphilis; so I do 
not see so many cases as formerly. Apparently there is no great dif- 
ference in the course of the disease in the two races, except the prev- 
alence of annular syphilids in the Negro. I have the impression that 
mental inferiority is more frequently associated with congenital syphilis 
in the Negro than in the white person, but this point needs further 
investigation. 

CUTANEOUS DISEASES 

A total of 11,729 Negro patients with skin diseases other than syphilis 
were observed. The tabulation shows the number of patients with 
each disease : 


Aene vulgaris J Carcinoma spinocellulare: 
Acrocyanosis Cutis. 

Alopecia 

Alopecia areata 

Alopecia totalis 

Atheroma 


Bromidrosis 
Callositas 
Carcinoma basocellulare 


10. Fox, Howard: Observations on Skin Diseases in the Negro, J. Cutan. Dis. 
26:67 and 109, 1908. Hazen, H. H.: The So-Called “Annular Syphilis” of the 
Negro, J. Cutan. Dis. 21:148, 1913. 

















HAZEN—SYPHILIS AND SKIN DISEASES IN NEGRO 





eee PT TT Terr ree 1 
Dermatitis (chapped skin)....... e 17 
Dermatitis calorica.......... 3 86 
Dermatitis exfoliativa........... aa 26 
Dermatitio £QCCiCIG........cccccccencccces 10 
PR occcoccctctsseceses 1 
Dermatitis gangraenosa................. 8 
Dermatitis herpetiformis................ 4 
Dermatitis hypostatica.................. 24 
Dermatitis medicamentosa.............. 96 
Dermatitis papillaris capillitii........... 48 
Dermatitis papulosa nigra.............. 31 
Dermatitis traumatica.................. 16 
Dermatitis vewetanmS..........cc.cseeeees 20 
Dermatitis venenata................2.4+- 585 
Dermatitis venenata (Rhus)............. 


85 
Dermatitis venenata (radiodermatitis). 10 
Eczema (allergic): 








PE ch bape s4sscsngbaneaker nt 6 1,205 
per = Ay orrer rs 61 
Bice sccdccccctcccncasesesévecs 11 
RWG iis 6906s odcccnvcbscccccscives 60 
PG Es bcc cc cccceccnccceesses 8 
Erythema multiforme........... peers" 75 
Erythema nodosum....... ; sam 31 
Exfoliatio areata linguae....... os 7 
Pieatabibebbensccceticnssceccers 36 
ES ois 365 50d winwadadiepechae 87 
i nance e ovadtasecepadd Se 3 
Fungous infections: 
SESE PS SRP = 4 
en cess cccekbbweesows 5 
Iss cc ce clnsedssvcdece 63 
ii ns 0 000540sbcaedbaiccees 2 
EL 6 cusabccsrdatidedssde 198 
iss os sd vnes ddodbbacenee 6 
 gcaccnge seated oadec dae 2 
EN i: 040.cccunchoetsesoes 992 
I. « . dhay sup etndidcwadale 1 
Eatin éacnccccccecegbiacesks ll 
Ee 5 hod caeeaactene anes 155 
,  — SCPE area eer 28 
eR 95 
a eae bi eS bces bccccécscctadecues 8 
Gangrene, infantile,............... 3 2 
Granuloma inguinale............ 62 
Granuloma pyogenicum 6 
Ns Signin ds ccccccctadhatoves 44 
J IT A 135 
IDS 05's on divin scbcboncesevios 2 
I RE SS 3 
itis ond oe abe scaventongas 23 
EE Rtaahcabescecciscccepenuaneds 14 
ImPOCIRO GOMCAGIOSR......ccccccsccsccce 395 
[eROCIO TRTRMCUM..... 2... cccccccccccece 32 
etn hndeeeneadbeoe6ssndeseun 30 
PA tnithatesc0necenecetecs tassdeer 105 
Rainn kh KObentcen 66 cakdan baeteres 5 
Keratosis palmaris et plantaris......... 7 
Ghee 000000cks eect seorese 6 
Pte ddbadebenbssedctiscovettdsbevies 3 
Nh ibd dbsio acs ccscsccaséeuasie 14 
gaeks5656cnesssccdbndasse 135 
Lichen MIGHGOS. 2.2 .ccccccsccces emnaari 4 
Re NG 6.66 bic secs <ededasddeneces 34 
RS salu k itewesc cb Kubahecoedec 7 
ANE Ra picintiin5 0.9045 sop ecbcdebscrccus 15 
Lupus erythematosus................... 55 
Lymphoblastoma: 
Hodgkin’s disease................... 2 


It will be seen that the diseases which occur more frequently 
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the Negro than in the white race are as follows: 


Chioasma 

Cieatrix 

Dermatitis papillaris capillitii 
Dermatitis papulosa nigra 
Dermatitis vegetans 
Erythema ab igne 

Fibroma 

Granuloma inguinale 

Tinea tonsurans 


Keloid 

Pellagra 
Pityriasis corporis 
Pityriasis facei 
Pyodermia 


Scabies 

Miliary lupoid (tuberculosis) 
Tuberculous lichen 

Vitiligo 
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The diseases which occur more frequently among white persons 
than among Negroes are as follows: 


Acrocyanosis Neuroses 
Carcinoma basocellulare Paronychia 
Carcinoma spinocellulare Pediculosis capitis 
Clavus Pediculosis corporis 
Dermatitis factitia Pediculosis pubis 
Dermatitis herpetiformis Pruritus (various) 
Dermatomycosis Psoriasis 
Tinea cruris Recklinghausen’s disease 
Tinea sycosis Rosacea 
Tinea unguium Verruca: 
Plana 

D Filiformis 
Lymphoblastoma Plantaris 
Melanoma Senilis 
Molluscum contagiosum Vulgaris 
Naevus pigmentosus Xanthelasma 
Naevus vascularis Xanthoma 


Callositas and corns are rarely seen in the dispensary. When one 
considers the fact that the Negro belongs to a flat-footed race this 
seems surprising, but apparently relief is not sought for these minor 
ailments. 

Dermatitis factitia and picker’s disease are almost never encountered. 
Likewise generalized and local pruritus are excessively rare. 

The scarcity of perineal pruritus in the Negro seems to speak for 
its neurogenic origin in other races. 

Dermatitis papulosa nigra is one of the dermatologic peculiarities 
of the black race. Michael** has done well to call attention to its 
frequency. 

Curiously, I have never been able to identify a case of primrose 
poisoning, and ivy poisoning is less frequent, although not less severe. 

Erysipeloid has not been encountered, which seems odd when one 
considers that most of the oyster shuckers and handlers of fish and 
crabs are Negroes. 

When one turns to infections with fungi a number of striking dif- 
ferences in the two races are found. Dermatomycosis is relatively 
infrequent in the Negro race. It is found in students who use a common 
gymnasium, but in the laboring class it is excessively rare. It might 
be thought that the Negro would not seek relief for mild infections, 
but examination of the feet of patients admitted to the dispensary and 
hospital reveals the true paucity of dermatomycosis. Likewise tinea 
cruris, tinea sycosis and tinea unguium are met with great infrequency. 
On the other hand, tinea tonsurans is an exceptionally common disease. 
It may be added that I have not been successful in curing the disease 
with local applications. 


11. Michael, J. C., and Seale, E. R.: Dermatosis Papulosa Nigra, Arch. 
Dermat. & Syph. 20:629 (Nov.) 1929. 
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Granuloma inguinale *? and lymphogranuloma inguinale are almost 
confined to Negroes. The growing importance of both conditions is 
now being recognized. 

It has already been mentioned that senile keratoses are rare. 
Apparently the palmar keratoses, whether due to disease or to arsenic, 
are also infrequently encountered. I have seen a number of cases of 
congenital palmar and plantar keratoses which originated in the island 
of Trinidad. 

Lichen planus is distinctly less frequent in Negroes than in white 
persons and apparently is much milder. Lesions of the mucous mem- 
branes seem less common in the black than in the white race. 

Lymphoblastoma either is rare or has been overlooked. Of the last 
1,000 cases at Freedmen’s Hospital I saw 1 instance of exfoliating der- 
matitis in a young child, associated with splenomyelogenous leukemia, 
and 1 case of Hodgkin’s disease with multiple tumors of the skin. 
Further experience has shown mycosis fungoides to be not infrequent.’ 
During the past two years I have seen 6 cases, all in women. Just why 
all cases of lymphoblastomas should have occurred in females is difficult 
to say. 

Only 1 case of malignant melanoma was seen; this is probably 
because pigmented nevi are infrequent. 

Molluscum contagiosum is a rare disease in Washington, but it 
seems especially infrequent among Negroes. 

Both vascular and pigmented nevi are noticeably rare. Port wine 
stains I have never seen, and naevus flammeus is unusual. Small moles 
are rarely seen even in patients coming to the clinic for other complaints. 

By pityriasis faciei or pityriasis corporis is meant a condition in 
which there are multiple round, scaly, light-colored, persistent areas 
varying in diameter from 4¢ inch to 2 inches (0.16 to 5 cm.). Occasion- 
ally it is slightly inflammatory. It may represent the extension of tinea 
tonsurans or be a trichophytid, but ordinarily it is apparently pityriasis 
simplex of the glabrous areas in the scales of which the spores of a 
yeastlike organism may be found. It is eventually curable with an 
antiseptic ointment. The condition is common in the Negro under 16 
years of age. 

Psoriasis is not nearly so rare as has been alleged; in the last 1,000 
consecutive cases at Freedmen’s Hospital there have been 12 instances 
of this disease. However, it is distinctly rare in the full-blooded Negro, 


12. Hazen, H. H.; Howard, W. J.; Freeman, C. W., and Scull, R. H.: 
Treatment of Granuloma Inguinale in the Negro, J. A. M. A. 99:1410 (Oct. 22) 
1932. 

13. Hazen, H. H., and Strobel, E. R.: Mycosis Fungoides in the Negro, J. 
Cutan. Dis. 29:147, 1911. Wolff, Bernard: Mycosis Fungoides Occurring in a 
Negress, J. Cutan. Dis. 32:440, 1914. 
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although I have seen 3 examples. Possibly this is due to the fact that 
psoriasis prefers not to develop on greasy skin. 

Rosacea is almost unknown; the comparative scarcity of functional 
digestive disorders in the Negro may be the reason. 

Urticaria, particularly of the giant type, is common. The giant form 
seems to be due to food, while the ordinary form has the usual number 
of causes. I still find a few cases to be due to syphilis.%* 

Verrucae vulgaris are only rarely a cause of complaint, and large 
multiple warts are practically never seen. Likewise plantar warts, 
seborrheic warts, juvenile flat warts and small pedunculated warts on 
the neck are excessively rare. Venereal warts are not uncommon. 

Xanthoma has never been recognized, and I have seen only 3 cases 
of xanthelasma. 

CONCLUSIONS 


The real dermatologic peculiarities of the Negro are: the abundance 
of follicular, annular and pustular syphilids and of keloids, dermatitis 
papillaris capillitii, dermatitis papulosa nigra, granuloma inguinale, 
pityriasis faciei and tinea tonsurans and the scarcity of basal cell cancer, 
diseases due to neuroses, erysipeloid, pediculosis, dermatomycosis, tinea 
cruris, tinea unguium, keratoses, melanoma, nevi, warts and xanthoma. 
Especially noteworthy is the rarity of extragenital chancres. 


ABSTRACT OF DISCUSSION 


Dr. Howarp Fox, New York: In discussing the frequency of cutaneous dis- 
eases in the Negro it is important to distinguish between full-blooded Negroes and 
those with an admixture of white blood. 

There can be no doubt that keloid and the disease I prefer to call folliculitis 
keloidalis nuchae and elephantiasis are characteristic of Negroes. Both granuloma 
inguinale and lymphogranuloma inguinale are also much more common in the 
Negro than in the white race. Every one who sees skin diseases in the Negro 
will admit also that dermatitis papulosa nigra is extremely common although, 
curiously, other types of nevi are rare. 

I have frequently remarked that the annular papular syphilid is common enough 
in Negroes to be considered a racial peculiarity. I agree with the speaker that both 
the follicular and the pustular syphilid are more common in Negroes than in 
white persons. 

There is no doubt about the rarity in Negroes of leukoplakia, the lympho- 
blastomas, psoriasis and especially epithelioma. Pediculosis capitis for some unknown 
reason is decidedly uncommon in Negro children. According to a survey of the New 
York Department of Health, the disease is over thirty times as common in white 
people as in Negroes. On the other hand, ringworm of the scalp is common in 
Negro children. 

There is general agreement as to the extreme rarity of basal cell epithelioma 
in the Negro. In a long experience with Negroes at the Harlem Hospital and 


14. Hazen, H. H.: Syphilis as a Cause of Chronic Urticaria, Am, J. Syph. 
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in the American tropics I have never seen an undoubted case of this condition on 
the face of a full-blooded Negro. I photographed the lesions in 1 possible case of 
basal cell epithelioma in Brazil, but the diagnosis was not proved histologically. 
In 5,000 consecutive cases of skin diseases at the Harlem Hospital there was 1 case 
of basal cell epithelioma of the nose. This patient was, however, a mulatto. 
Cutaneous cancer is apparently rare in dark-skinned races, as I found to be the 
case in a recent study of American Indians in Oklahoma. 


Dr. RALPH Hopkins, New Orleans: My impression of the relative occurrence 
of skin diseases among Negroes in the far South is with few exceptions in accord 
with Dr. Hazen’s findings in Washington. One exception is in regard to tinea 
cruris. A large number of Cases of tinea cruris and dermatomycosis are found in 
the Negro, and the distribution of the tinea is often extensive. 

I should like to add to what Dr. Hazen has said that another peculiarity of the 
Negro’s skin is the instability of its pigment. A great many conditions which 
would not be expected to affect the pigment of the skin of white people result in 
hyperpigmentation in the Negro’s skin. I have also frequently observed depig- 
mentation in the Negro’s skin following conditions which do not usually cause loss 
of pigment in a white person’s skin. 

I should like to ask Dr. Hazen if he has found telangiectases in the Negro. 
I do not know whether they occur in the Negro and are not observed because of 
the dark color of the skin or whether the Negro is immune to this condition. 

I should also like to know whether Dr. Hazen has seen xeroderma pigmen- 
tosum in the Negro. In New Orleans I had 1 case in a practically full-blooded 
Negro child in which the condition clinically resembled xeroderma pigmentosum 
but in which the histologic observations were not in accord with this diagnosis. 

I should like to point out that, in addition to the frequency of the occurrence 
of the circinate papular syphilid in the Negro, the diagnosis of syphilis can be 
made—often on the almost pathognomonic appearance of these lesions, which is 
not often or closely simulated by other diseases. 

Dr. Frep Wise, New York: Among Negroes in the city of New York mild 
and often severe sycosis of the bearded portion of the neck is common, much more 
common than it is in white persons. I wish to know whether Dr. Hazen has 
found the same peculiarity in Washington’s colored population. 

Dr. H. H. Hazen, Washington, D. C.: If one starts in on the question of the 
mixture of blood, one will get into trouble. Regarding psoriasis, I have now seen 
2 cases of psoriasis in dark Negroes. 

As to Dr. Hopkins’ question about telangiectasia, I have observed 3 or 4 cases 
of rosacea in which dilated vessels could be easily distinguished, and I have seen 
3 or 4 cases of roentgen ray telangiectasis in which little atrophy could be seen 
and in which the vessels could be distinguished. Afterward they became atrophied, 
and the lesions became more pronounced. 

I have no reason to offer as to why one meets so few cases of ringworm of 
the groin. I have seen few, and the worst ones come from the south. 

I agree with Dr. Wise that mild sycosis of the neck is much more common in 
Negroes than in white persons. 





LECLERC’S ACCOUNT OF THE ORIGIN OF CHEMO- 
THERAPY AND THE INTRODUCTION OF 
SYPHILIS INTO EUROPE 


JACOB E. KLEIN, M.D. 
CHICAGO 


Daniel LeClere (1652-1728), who wrote the first large history 
of medicine, came from a family of scholars and was the son of a 
physician. He was born in Geneva on Feb. 4, 1652. He studied 
there as well as in Montpellier and Paris. Afterward he settled in 
Geneva, where he practiced until his death, which occurred on June 17, 
1728. In spite of an extensive practice, he found time for scientific 
works, the most prominent of which is his well known history. The 
title page reads: “Histoire de la médecine (Ou I’on voit l’origine et les 
progres de cet art) par Daniel LeClerc, Docteur en Médecine—Geneva, 
1696.” This work deals with the history of medicine from earliest 
antiquity to the beginning of the seventeenth century. It is written in 
a delightfully quaint French style, is lucid, colorful and replete with 
references to classical authors and abounds in medical anecdotes of 
interest. In the preface LeClerce noted that previous to his work there 
had appeared several isolated attempts to write a medical history, but 
most of them dealt with the lives of individual physicians. He noted 
that there is a great difference between a history of medicine and a 
history of physicians. He stated that in this work he proposed to 
investigate the origins of medicine, indicate progress from century to 
century in the methods and present a record of new discoveries. 

His account of the beginnings of chemical medication, which was 
taken over from the Arabian physicians and amplified by the alchemists, 
is rather interesting, as well as the accompanying description of the 
introduction of syphilis into Europe and the beginning of chemotherapy 
in syphilis. 

LeClerce stated that among the principal Arabian physicians, such as 
Avicenna and Mesue, chemical medicine was treated in a very superficial 
fashion. Thaddeus the Florentine doubtless had a knowledge of chemi- 
cal medicine, since in his directions he mentioned a special water used 
for relief of difficulty in urination and prepared by chemical methods. 
He also recommended the medical use of spirit of wine. Albert the 
Great, Bishop of Ratisbon, left writings which indicate his knowledge 
of medicine as well as of alchemy. One finds in the writings of Pierre 
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de Apono a description of an excellent balsam and certain other chemical 
medicaments. One also finds in the writing of Guillelmus de Salicete a 
number of remedies prepared chemically. 

The most famous of physicians at this time was Arnold of Villanova, 
who was also a great chemist. It is said that he knew how to make gold 
and that he did so in the presence of Raymond Lull. He recommended 
aqua vini as eau de vie and stated that it strengthened the limbs and 
body and prolonged life. He also had the reputation of being a great 
astrologer. 

Raymond Lull was a disciple of Villanova. There are a great num- 
ber of books bearing his name. One, entitled “De quinta essentia,” 
does not deal with ordinary chemical medicines but is occupied chiefly 
with a search for a universal remedy for all maladies. He attributed 
his discoveries to a divine revelation. With him may be considered 
Joannes de Rupescissa, who produced a work entitled “De consider- 
atione quintae essentiae rerum omnium” and who also claimed assistance 
from divine revelation. 

Three other alchemists, Roger Bacon, J. Isaacus Hollandus and 
Basilius Valentinus, also wrote on chemical medication. Valentinus was 
a German monk of the order of St. Benedict. Guianerius told of a 
certain hermit, a great alchemist, who, having worked in vain for several 
years in alchemy, decided that it was futile, devoted his energy to 
the preparation of medicine and became a physician. Several other 
alchemists, despairing of finding the philosopher’s stone, followed his 
example, and other physicians did likewise. 

Such were the state and progress in chemical medicine when, at the 
end of the fifteenth century, a new disease appeared and spread over 
Europe. That disease was called in Latin lues venerea and in French 
la grosse verole (the great pox). In Italy it was called the French 
disease (la mal francois) and in France the disease of Naples (le mal 
de Naples), for reasons which will be given later. 

The physicians of the period were strongly undecided as to the 
nature and cause of this extraordinary malady. Some considered it 
to be a species of epidemic disease, similar to that described by 
Hippocrates (aphorism 21, book 3) concerning which that ancient phy- 
sician remarked that it comes from ulcerations on the private parts. 
Those who were of this belief considered the principal cause of this 
malady to be an overflowing of the waters which occurred in Italy 
under the Pontificate of Alexander VI and in the time of Charles, 
King of France, inundating that country, especially Rome, the Campagna 
and the Kingdom of Naples. They strove to prove this by several 
examples, among others, by what happened at the time of Pope Pélage 
when after an overflowing of the Tiber there was seen in various per- 
sons a breaking out of malignant pustules which the physicians did not 
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recognize and which they did not know how to cure. Others thought 
that the disease was caused by a malign influence of the stars. 

But Gabriel Fallopius in his book “Morbo gallico” did not have 
any difficulty in recognizing verole (the pox) as a new disease and 
showed clearly where it had its origin. LeClere gave a literal trans- 
lation of Fallopius’ comments on this matter: 


This disease began in the sad times when the fires of a great war ravaged all 
Italy, which was occupied by a barbarian army. For Charles, King of France, 
called the Hunch-Back, had come with a large army and began by subduing the 
Milanese and the Tuscans. Then he attacked the Kingdom of Naples, which was 
then guarded by the Spaniards. These were sorely pressed by the French, and 
seeing that they could not resist the French by force tried to get out of their 
difficulty by strategem. Some authors have written that the Spaniards had an 
understanding with those who furnished the bread to the French army that they 
mix plaster with the flour, which made the French die, as well as the poison which 
the Spaniards had placed in the wells. However, seeing that this did not do suffi- 
cient damage, they bethought themselves of another expedient. They had with them 
several wenches infected with the pox, and since they knew that this disease was 
dangerous and readily communicated, remembering that the French had a weak- 
ness for the fair sex, they sent these corrupt women into the French camp. The 
strategem succeeded. The French soldiers did not delay in having relations with 
these base women and caught the infection which the latter carried. In this manner 
in a very little time, the entire army was infected. It was then that this disease 
commenced to be widely known, and spread over all Italy, which happened in 
1494. That is the origin of the Mal Francais. Although this is not the first 
time it occurred, it was only in this year that the disease became widely known. 
For it had appeared already earlier in Italy, but was hidden and unknown, and 
moreover, had been carried in somewhat previously by the Spaniards. 


Here is, according to Fallopius, what one can learn of this subject 
from Pierre Martir, who wrote the “History of Milan”: 


Christopher Columbus had put to sea on the first of September 1492 with four 
vessels and after a long voyage had arrived finally in the country called the West 
Indies. Martir added that Columbus found much gold and silver, pearls and other 
precious stones, various kinds of trees, various unknown species of animals, various 
foreign nations, different things to eat, never had by us, in a word many new things 
among us, and especially a new kind of disease, which we call mal frangois, which 
was common in that country and as contagious as the itch in our country. The 
seamen and soldiers, having no modesty, had relationships with the women whom 
they found there and caught the disease which these women had. The following 
year Christopher Columbus returned to Europe and brought back from the Indies 
some of these soldiers and also some high officers, entrusted with the greater part 
of the gold and silver, and above all, the good present which they had received 
from the Indians. These same soldiers, having a knowledge that there was a war 
between France and Spain, went to Naples and joined the Spanish army, and 
carried into that city the disease which they had acquired in the Indies. This is 
the origin of the disease in question. It was first carried from the West Indies 
into Italy and to Naples, whence it was spread among the French troops, as has 
been said above, and finally it spread over all Italy as well as France, Germany, 
and all of Europe. 
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Gabriel Fallopius was from Modena and wrote twenty-five or thirty 
years after verole (the pox) had begun. He was born in 1490, three or 
four years before the disease appeared. He spoke of the French in a 
manner which rendered it improbable that he wished to spare them; 
he nevertheless blamed the Spaniards for having brought this vile dis- 
ease from the Indies into Europe. It seems that this was true. In 
the meantime, he did not cease to call the disease mal francois, because 
it was a name established by common usage and the disease was not 
more disgraceful whether it was well or ill named. 


Pierre Martir was from Anghiera, in Milan, and was advisor to 
Ferdinand, King of Spain, under whose reign the West Indies was dis- 
covered. He should have been perfectly informed as to what happened 
at first, and this was not unreasonable, since Fallopius himself was of 
the same opinion. In another passage Fallopius wrote that guaiac, 
which was used in the cure of the pox, was called “wood of India” 
because it came from the West Indies, whence also came the pox, so 
that the disease and the remedy came from the same place. He added: 


All those who have written on the mal francois, and those coming from the 
Indies affirm that this disease is very common, almost as common as the itch with 
us. In that place there are few men or women who have not been infected, but 
they understand how to cure it quickly and readily, because the medicine which 
they employ for that grows there and may be had quite freshly prepared, when- 
ever desired. 


It seemed to LeClerc that the disease was not a new one (it origi- 
nated in a country of which the ancients were ignorant) and that the 
ancients did not have the same disease. If the Greek, Latin or Arabian 
physicians had known it, or if the disease had occurred in Europe, Asia 
or Africa, would it be possible that they had not written anything on 
the subject when it is seen how precisely they described other lesser 
disease? If this shameful disease had occurred in Greece or in Italy, 
how does it happen that one finds no mention of it in the satires of the 
ancient poets? The silence of the poets in this regard has as much 
weight with LeClerc as the silence of the ancient physicians. 


Jean Gonsalve d’Oviedo, according to Fallopius, was the first to use 
guaiac in the treatment of the pox. Being in Naples when the disease 
began to spread and finding himself afflicted with it, he thought that 
since the malady came from the West Indies one ought to find appropri- 
ate remedies there. With this idea in mind he undertook a voyage 
there and having arrived found that the wood guaiac was employed with 
great success in the treatment of this disease. He learned the method 
of treatment, which he tried on himself ; he was happily cured. Thence 
he returned to Spain, his country, where he set himself up as a specialist 
for the pox, continuing to employ guaiac, with which he made such a 
great profit in a short time that he was able to leave plenty of worldly 
goods to his children. 
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However, since this remedy was not always successful and did not 
entirely root out the disease, the physicians and surgeons of the period 
were looking for another, more powerful remedy. This they found 
in mercury or quicksilver, which they made into an ointment to anoint 
patients with the pox. Fallopius believed that the idea was taken from 
the works of Mesue and other Arabs, among whom quicksilver was 
used for skin diseases. As the physicians saw that ordinary ointments 
did not cure these venereal lesions, in despair they resorted to mercurial 
ointments ; by this means they were able to cure not only the ulcers but 
the disease itself, an effect which they had not expected. 

Jacobus Carpus, the surgeon, was one of those who early began to 
use this remedy; he cured several persons with it. In truth, it killed 
some, but these were in the minority as compared with the number 
cured. Fallopius noted that the surgeon gained 50,000 ducats of gold 
with this treatment. Carpus was accused of dissecting two live persons 
at Bologna, where he practiced surgery with great success and profit. 
These were two Spaniards whom he had discovered and treated at 
Ferrara and who died. Some had said that he had chosen the Spaniards 
for dissection because he hated Spain intensely. But this has the sem- 
blance of a fable. Before the time of Jacobus Carpus anatomy had 
been neglected for several centuries, and he was the first to revive 
interest in this field. 

Jerome Fracastorius, a famous physician, poet and astrologer (born 
in 1483), soon after the disease began to spread in Italy wrote a poem 
on the subject entitled “Syphilis sive de morbo gallico,” the verse of 
which was excellent and which was dedicated to Cardinal Bembo. It 
was from this famous poem that the common term for this venereal 
disease, syphilis, was derived. 

This, in brief, is the account given by LeClerc, the first modern 
medical historian, of the introduction of chemical knowledge from the 
Arabs, its practical application by the alchemists, the origin of syphilis, 
the development of early methods for its treatment and the derivation 
of the term syphilis. Also it is amusing to note the early appearance 
of pox specialists and their success in acquiring reasonable amounts of 


ducats. 





FLUORESCENCE OF FUNGUS COLONIES WITH FILTERED 
ULTRAVIOLET RADIATION (WOOD’S FILTER) 


AN AID IN DETERMINATION OF SPECIES: PRELIMINARY REPORT 


GEORGE M. LEWIS, M.D. 
NEW YORK 


Since Margarot and Devéze’s first report’ drew attention to the 
fluorescence observable when hair infected with fungi is examined under 
ultraviolet radiation filtered through Wood’s filter, the value of this 
type of radiation as an aid in the diagnosis of tinea capitis and as a 
help in determining the cure has become generally recognized. While 
it is helpful in the diagnosis of other dermatologic conditions, its chief 
clinical use has been found in cases of ringworm of the scalp, and a 
number of articles by observers in various parts of the world have 
attested to its worth. The use of such filtered ultraviolet radiation in 
detecting fungus carriers, both human and animal, was recently described 
by Davidson, Gregory and Birt.? It appears, however, that little atten- 
tion has been given to the question of the fluorescence of fungus 
cultures. 

That fungi in culture fluoresce was first noted by Margarot and 
Devéze.* Vigne * mentioned that Trichophyton crateriforme shows a 
strong violet fluorescence in culture. Bommer ® pointed out that fungi 
display a different fluorescence in culture than when they are observed 
in the diseased hair, and cited as an example that, whereas hairs infected 
with Microsporon Audouini have a green fluorescence, the culture shows 
a yellowish-brown tint with a light violet shimmer on the surface. He 
stated that in an examination of about two hundred cultures of fungi 
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on Sabouraud’s medium he could not establish a variance in fluorescence 
corresponding to the cultural differences. Using a special medium con- 
taining urea and cane sugar with the addition of minerals, the reaction 
of which was neutral, Mallinckrodt-Haupt and Carrié® obtained 
differences in fluorescence among several different species of fungi. 
M. Audouini showed a yellowish-green fluorescence and Trichophyton 
gypseum-asteroides, a greenish fluorescence, which later became blue. 
Epidermophyton inguinale and Cryptococcus showed weak or no 
fluorescence. Achorion Schoenleinii was at first greenish; in a month 
and a half, it was copper blue. Sporotrichum Beurmanni exhibited a 
green fluorescence, subsequently becoming blue. The investigators were 
unable to isolate chemically and to crystallize out the substance caus- 
ing the fluorescence. Experimental studies indicated, however, that the 
color of the fluorescence depended on the reaction. The addition of 
alkali to a culture filtrate caused a greenish fluorescence, while the 
addition of hydrochloric acid caused a bluish fluorescence. It is inter- 
esting here to note that Cortese” in working with several species of 
actinomycetes was able to extract fluorescent material with weak 
alcchol, purifying it by shaking with acidified ether. The substance was 
found to be amorphous, odorless and reddish brown. It belonged to 
the group of porphyrins and showed a marked fluorescence in high 
dilutions. 


PERSONAL INVESTIGATIONS 


Although the results obtained by other workers indicate that the 
fluorescent colorations of fungi in culture are not of diagnostic impor- 
tance, systematic observations of primary and transfer cultures have 
been carried out. 


Method.—So far, the majority of the observations have been made on cultures 
grown on Sabouraud’s dextrose medium, the formula of which was originally 
obtained from Dr. Fred D. Weidman and is as follows: crude American dextrose, 
40 Gm.; peptone (Chassaing), 10 Gm.; agar, 18 Gm., and distilled water 1,000 cc. 
The source of radiation was a water-cooled quartz mercury vapor arc lamp 
screened with a Wood filter. The cultures were, for the most part, studied through 
the glass walls of ordinary test tubes, since it was found that Petri dishes offered 
no advantage and were more readily contaminated. Readings were recorded every 
one or two days, beginning with the time of inoculation. 


Results —While the investigation has not reached completion, cer- 
tain tentative conclusions may be recorded. 

1. Many different species of fungi fluoresced in filtered ultraviolet 
radiation in characteristic and individualistic colorations. 
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2. With some species the colors were distinctive as early as three or 
four days following implantation of the inoculum. 

3. With other species the fluorescence was vague, and the colors 
were not distinctive at any stage of the growth. 

4. The method was of certain value only in the first three weeks of 
the growth of the colony. 

5. The study of fresh transplants from old cultures was not satis- 
factory if the original colonies had undergone pleomorphism. 

6. The fluorescent characteristics of Microsporon lanosum and 
M. Audouini were dissimilar (table). The practical importance of 
distinguishing between these two organisms was pointed out in another 
communication.*® 


Fluorescent Colorations of Colonies of M. Audouini and M. Lanosum Studied 
Under Filtered Ultraviolet Radiation 








Four Days Fourteen Twenty-One 
(Approximately) Seven Days Days Days 


M. Audouini Entire colony Grayish-white cen- Tiny gray or Gray or tan cen- 
grayish brown ter (sometimes brown center inside ter, surrounded 
(eolors dull) brown) remainder a greenish-gray by zones of light 
greenish brown ring, surrounded or dark gray and 
(colors dull) by a light gray brown (colors 
and finally by a dull) 
brown edge (colors 
dull) 


M. lanosum Tiny peach center; Three zones as Bluish-gray tuft Tan center; 
around this a on fourth day in center, sur- remainder of 
brilliant blue (or (colors bright) rounded by a eolony bluish 
orchid) band; bright peach and lavender (colors 
outer portion this in turn by a dull) 
greenish brown blue zone; outer 
(colors bright) border grayish (or 

dark) brown (colors 
less bright) 


7. Other fungi in culture showed fairly characteristic colors: 


(a) E. inguinale: The fluorescence of the growth for the most 
part was olive green, the border being a lighter green. The pleomorphic 
duvet was bluish white. The medium became canary yellow. 

(b) Trichophyton interdigitale: At seven days the entire colony 
was fairly bright, deep lavender. 

(c) Trichophyton cerebriforme: At seven days the center showed 
a brilliant greenish-yellow hue ; around this was a band of dull lavender ; 
the outer edge was bright light blue. At twelve days the convolutions 
were predominantly bright sulphur yellow with some purplish areas; 
the border was a dull light blue. 


8. Lewis, G. M.: Ringworm of the Scalp: Curability Without Depilating 
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(d) Trichophyton gypseum: At two weeks there were concentric 
bands of color, usually three. The center was brilliant light blue; 
around this was a lavender, then a light blue, band; the edge was 
lavender. 

8. Only slight fluorescence and no changes in color were observed 
in the cultural examination of Achorion Schoenleinii, Monilia albicans 
and other yeast growths. It was also noted that many molds (contami- 
nants) which in ordinary daylight are frequently bright and many- 
colored were usually subdued and faintly fluourescent. 

9. In the case of multicolored colonies attempts to reproduce a 
single fluorescent color by transplanting the colony to fresh mediums 
were unsuccessful. 

10. The pu of the medium used was determined colorimetrically 
to be 5. After implantation of M. lanosum, readings were recorded 
at twenty-four days, when the py was 7.5; at thirty-four days, when 
the py was 7.5, and at fifty-three days, when the py was 8. The 
pu following the growth of M. Audouini was found to be 6.5 both at 
thirty-four and at forty-nine days. Whether this difference in py is 
sufficient to explain the variation in fluorescent coloration of the two 
fungous growths has not been decided. 


SUMMARY 


Contrary to the experience of Bommer,’ it was found that some 
fungi when growing on Sabouraud’s dextrose medium exhibited char- 
acteristic and individualistic fluorescent colorations when viewed in 
filtered ultraviolet radiation (Wood’s filter). These colors were best 
observed in primary cultures during the first three weeks of the growth. 
Pleomorphic growths lost the typical colors seen earlier. The method 
appears to be particularly applicable to a rapid differentiation of 
M. lanosum and M. Audouini, but it was also of use as an aid in the 
recognition of other fungi. 





EFFECT OF HORMONES OF THE SEX GLANDS 
ON ACNE 


M. T. VAN STUDDIFORD, M.D. 
NEW ORLEANS 


It has been stated that cases of acne constitute about 8.5 per cent of 
all cases seen in dermatologic practice (Darier and Pollitzer*). The 
thought of the disease is a nightmare to young persons of both sexes 
and to their parents. A brief review of the etiologic factors as given 
in the textbooks of three generations of writers is therefore of interest. 

Jackson,? in 1892, stated that youth is the greatest predisposing 
factor in acne; hereditary disorders of the digestive and sex organs 
were also mentioned as an influence in the production of symptoms. 
He considered that the development of sex organs and disturbances in 
menstruation affect the digestive mechanism and that in most cases acne 
is amenable to treatment through diet and regulation of the digestive 
functions. 

Stelwagon,® in 1921, in summarizing the current views, touched on 
the theory that acne is due to parasitic invasion, made possible when 
the “proper soil” has been prepared by contributing causes, which he 
listed as digestive disturbances producing reflex hyperemia in the parts 
affected, constipation, menstrual irregularities, chlorosis, general debility, 
lack of tone in the muscle fibers of the skin and scrofulosis. As 
external factors in the production of acne he mentioned work in dusty 
and dirty atmosphere, lack of cleanliness, the infrequent use of soap and 
exposure to products of tar and petroleum; and as internal factors, 
the use of preparations of bromine and iodine. 

MacKenna,* in 1926, expressed the opinion that at puberty the 
sebaceous glands, in common with the other glands of the body, are in a 
state of rapid growth and frequently of overactivity. He stated further 
that for normal health a fine balance of the activities of the endocrine 
glands must be maintained, and he concluded that the excessive secre- 
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tions of the sebaceous glands of some persons at puberty may be caused 
by a disturbance in the delicate equilibrium of the functions of the 
endocrine glands. He mentioned as additional etiologic factors focal 
infections, dyspepsia, constipation, menstrual irregularities and anemia. 

The citations from these workers are fair examples of the accepted 
views of their times. The problem presents itself as to why some of 
the etiologic factors do not manifest their disturbing influences until 
the period of adolescence. All investigators mentioned puberty as 
the usual age of onset, and appeared to regard menstruation, with or 
without disturbances, as an influence in the production of outbreaks of 
acne. 

With these observations in mind, I began in 1926 to administer 
ovarian or orchic extracts by mouth to occasional patients, and since 
1929 I have given these extracts as a routine. Because of the fre- 
quently observed curative effect of marriage on the woman with acne, 
an orchic extract was given to women with the results detailed in the 
results of therapy. Furthermore, as certain hemophiliac males are 
said to have reacted favorably to the introduction of ovarian extract, 
several patients with acne were given this therapy. With the recent 
knowledge of “sex hormones” and with their commercial accessibility, 
the estrogenic substance (theelin, amniotin or progynon) and _ the 
luteinizing factor of the urine of pregnant women (follutein or 
antuitrin S), have been used with ovarian or orchic extracts, and for 
women sometimes independently. 


RECENT THEORIES OF THE RELATION OF SEX HORMONES TO ACNE 


Curtis and Novak ° have expressed doubt as to the value of the older 
commercial preparations of ovary or of corpus luteum. They stated 
that “they produce no objective results whatever and subjective results 
are questionable.” Cutler® noted that painful nodules in the breasts 
were relieved by the administration of ovarian extract by mouth. 


That the ovary produces at least two internal secretions is now 
generally accepted. One of these, the ovarian estrogenic principle, has 
its origin from the granulosa cells of the ripening graafian follicle. 
This hormone not only stimulates the development of the endometrium 
from a resting stage to a condition of hypertrophy and proliferation 
but produces growth, greater contractile motility and an increased supply 
of blood to the accessory genital organs, especially to the uterus, vagina 
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and mammae. A second internal ovarian secretion is produced by the 
corpus luteum. This hormone, called progestin, is concerned chiefly 
with the conversion of the hypertrophied endometrium at the time of 
ovulation into the secretory or premenstrual, endometrial phase, which 
just precedes the menstrual flow. Up to the midinterval phase, or the 
time of ovulation, the concentration of estrogenic substance in the blood 
or in the urine is high; it then diminishes until just before the menstrual 
phase, when it rises slightly. Progestin exerts a quiescent influence on 
uterine motility. Its action is always secondary to that of the estrogenic 
substance, which acts as a primer, as it were, to the uterus and endo- 
metrium for the initiation of the menstrual flow. 

As the time of the menstrual flow approaches, the influence of 
progestin is on the wane, whereas the controlling influence of the 
estrogenic substance, with the maturing of another graafian follicle, is 
becoming more powerful. It is thought that the actual menstrual flow is 
precipitated by the withdrawal of the influence of progestin (for rupture 
of the corpus luteum produces menstruation in from twenty-four to 
forty-eight hours’), and by the ascendancy of the influence of the 
estrogenic principle or of its concentration in the blood. It seems 
reasonable to suppose that estrogenic substance given during this phase 
of the ascendancy of progestin would shorten the period of quiescence 
and hasten menstruation. 

The rdle which the anterior lobe of the pituitary gland plays in the 
menstrual and reproductive cycles of woman has been demonstrated 
by Zondek and Aschheim * in Germany and by Smith and Engle ® in 
this country. It is looked on as the “motor control” of the sexual 
glands. Its secretion, which may either contain two gonadotropic 
hormones or show quantitative differences in one, is regarded as 
responsible for the activation and secretion of estrogenic substance 
and progestin. The first of the gonad-stimulating hormones of the 
anterior lobe of the pituitary gland causes follicular maturation and the 
production of estrogenic substance, while the second hormone, or possi- 
bly a quantitative difference in the first, produces the luteinizing process 
of the follicle, with the subsequent production of progestin. 

A hormonal potency from the testis, which acts on the secondary 
sexual characters of the fowl and on the accessory sex glands of the 
castrated mammal, has been noted chiefly in the tissues of the testis, the 
blood and the urine both of men and of women.'® Funk, Harrow and 
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Lejwa™ found a higher concentration of this hormone in the urine 
of mature young men than in that of old men. Womack and Koch,” 
in 1930, detected no active hormone in the urine of boys under 10 years 
of age, but, on the other hand, they found approximately the same 
concentration of the hormone in the urine of mature pregnant and non- 
pregnant women as in the urine of men. 


The aforementioned opinions and physiologic studies support cer- 
tain facts which may act as a temporary guide in the therapy of condi- 
tions so often confronted in patients with acne. The periodic or cyclic 
outbreaks of the lesions in the female are so timed as to suggest that 
they probably result from the conditions either of menstruation, with 
the ascendancy of the influence of the estrogenic substance, or of the 
midinterval phase, that is, ovulation, with the waning influence of the 
estrogenic factor and the ascendency of the control of progestin. It 
is reasonable, then, to suppose that an improvement in the glandular 
equilibrium of the skin will be effected by anything -which regulates 
these cycles and by the proper substitution of hormones if a deficiency 
of one or the other of the hormonal stimuli exists. Witherspoon ™ 
attempted to regulate the menstrual disorders by hormonal therapy. 
Rosenthal and Kurzrok,’* in studying the urines of 34 female patients 
with acne between the ages of 11 and 34, found that the estrogenic sub- 
stance was absent in the urine of 27 of these and present in that of 6 
while the urine of 1 showed a slight trace. At the time when nothing 
more definite than commercial designated ovarian and orchic extracts 
were to be had, I used the following form of therapy. 


CLINICAL INVESTIGATIONS 


To female patients of various ages between the periods of ado- 
lescence and the menopause, 10 grains (0.64 Gm.) of a desiccated 
extract of the whole ovary was administered daily. The treatment was 
begun five days after the cessation of menstruation and continued until 
the next period. Fractional doses of roentgen radiation (McKee’s 
technic) were given at weekly intervals. 
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Of 284 patients thus treated, 130 showed no improvement within 
eight weeks. Of these, 6 suffered from infections of the sinuses, 10, 
from latent infections of the teeth, and 2, from intestinal ova. Two 
gave positive reactions to tuberculin; 2 were unable to continue the use 
of the ovarian extract because of the appearance of sexual stimulation 
and nervousness, and 2 used iodized salt. In 76 of the patients, 
improvement began within six weeks. Of these, 1 lost 30 pounds 
(13.6 Kg.) ; 3 received combined ovarian and orchic extracts; 3, whose 
periods had been markedly irregular, menstruated regularly, and 4 used 
iodized salt. In 35 of the patients, improvement appeared within five 
weeks or less. Of these, normal menstruation was restored in 3, aged, 
respectively, 11, 13 and 14, by the addition of substitutional injections 
of estrogenic substance given prior to the time of the period as calcu- 
lated, and symptoms of acne were abolished in 1, aged 28, who had 
undergone double oophorectomy fourteen years previously. Pregnancy 
proceeded to term in the case of 3 of the patients; 2 of these had 
miscarriages on two previous occasions, and the third, although married 
four years, had never before become pregnant. Five of the patients 
used iodized salt. The greater number of the 34 patients were between 
the ages of 24 and 32. 

Because of the frequently observed curative effect of marriage on 
women with acne, 15 grains (0.97 Gm.) of orchic extract was given 
daily to each of a group of these women. The use of this extract, how- 
ever, was entirely empirical, for as yet no data are at hand on which to 
base a decision as to the possible substitutional or stimulating action of 
the extract in the production of the favorable results of this treatment. 

Twenty-seven women received orchic extract, with the following 
results: Of 18 patients who had previously been given ovarian extract 
over a long period, 10 failed to show improvement, and 8 improved, 
1 of whom was relieved of the accompanying nervous symptoms. Of 
9 patients who were given orchic extract alone, 2 failed to improve, 
and 7 showed improvement. One of these gained 20 pounds (9.1 Kg.), 
and 2, who received no roentgen treatments, remained well for two 
and eight years, respectively. 

More recently, theelin, amniotin or progynon and follutein or 
antuitrin S have been used along with ovarian or orchic extract, and 
for women sometimes independently. Estrogenic substance was used 
in a substitutional rédle, and the luteinizing factor in a stimulative role. 
To this end, 3 doses of estrogenic substance of 50 rat units each were 
given on alternate days, beginning seven days before the calculated 
menstrual period. 

Of the 15 patients thus treated, 11 improved. Of these, 6, aged 13, 
13, 17, 18, 18 and 19, respectively, menstruated normally within three 
months ; 2, each aged 19, after amenorrhea of five years’ duration, again 
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menstruated; 2, after periods of irregular menstruation since ado- 
lescence, menstruated regularly, and 1, aged 22, who had undergone 
oophorectomy one year previously, menstruated and showed improve- 
ment. Four of the patients with amenorrhea did not improve. 

As amenorrhea seems to be a stubborn factor in the treatment of 
acne in women, patients with either primary or acquired amenorrhea 
have been of late treated by a combined method. This consisted of: 
(1) the administration, as a stimulative measure, of the daily injection 
of 50 rat units (follutein or antuitrin S) during a period of five or 
six days just after the time for the cessation of menstruation as calcu- 
lated; (2) as a substitutional measure, the injection of 50 rat units of 
estrogenic substance every other day for 3 doses, commencing seven 
days before the time for the next menstrual period as calculated. 

Of the 16 patients treated in this manner, 8 showed improvement 
and menstruated regularly. One of these, aged 19, had 2 sisters, 
aged 14 and 22, who presented similar symptoms. One patient improved 
after the failure of the combined use of ovarian and orchic extracts 
and the estrogenic substance but complained of severe headaches and 
bodily pains during the period of the injections. Of the others, 4 showed 
improvement, but menstruation was still irregular, occurring at intervals 
of from thirty-five to forty days; 4 remained without improvement. 

Orchic extract, 15 grains (0.97 Gm.) daily, was administered by 
mouth to 9 young male patients with no improvement in the symptoms 
of acne. However, as certain hemophiliac males are said to have 
reacted favorably to the administration of ovarian extract, 3 doses of 
5 grains (0.32 Gm.) of the desiccated ovarian extract were given by 
mouth to 10 boys with the following results: Five showed improve- 
ment before receiving four doses of roentgen rays. Of these, 3 had 
received roentgenotherapy over long periods on previous occasions, and 
in 2, there was a gain in weight of from 6 to 10 pounds (2.7 to 4.5 Kg.), 
the activity of the bowels became normal and the boys did better school 
work. Five showed no improvement. In 2 of these, amebic cysts 
were found, and in 1, hookworm ova. 


COMMENT 


In the series of patients just reported on 2 sisters were included 
who presented marked hypertrichosis; 1 of them was relieved of 
amenorrhea and of the symptoms of acne by the administration of 
ovarian extract; the other, by the use of the anterior pituitary-like 
gonadotropic principle and estrogenic substance. Two patients who 
were double cousins, 1 a man of 26, the other a woman of 24, had 
deep-set acne pustules. Both of these patients resembled the same 
grandmother, who had suffered from acne and menstrual disorders. 
The woman showed improvement under therapy with orchic extract ; 
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the young man was given ovarian extract and treated for amebiasis, 
without dysentery, but there were no lasting results. 

It is to be understood that all the patients with acne were first 
examined for foci of infection in the teeth and tonsils, for a history of 
nasal infection, for the possible use of bromides or of iodides (especially 
of iodized salt) and for intestinal intoxication. Patients with extensive 
chronic lesions were tested with tuberculin, and the stools were 
examined for ova and cysts. 

The most striking observation made in this series of cases was that 
the males who resembled their mothers had a type of acne which per- 
sistently resisted therapy and, further, that the females who looked 
like their fathers had the more constant menstrual disorder accompany- 
ing persistent acne. 

Women past 24 responded to ovarian therapy in a higher percentage 
of cases than did the younger patients. Young girls with early signs 
of acne and with approaching menstruation, responded to substitutional 
injections of from 25 to 50 rat units of estrogenic substance every other 
day for three doses. These were given at every twenty-eight day period, 
prior to the calculated menstrual phase. The menstruation usually 
became regular in from two to four months and the symptoms of acne 
were relieved. 

In my practice, thyroid extract has been a failure as an adjunct in 
the treatment of acne. A disquieting influence on the patient was noted, 
and the period of glandular disturbance did not seem to be shortened. 
Only a few of my patients had determinations of metabolism because the 
expense and the outward symptoms did not seem to justify such a 
procedure. 

It appears that the therapy for acne will be greatly improved as 
studies of the glandular hormones progress. The results obtained in 
these patients show that crude glandular therapy is far from being 
specific as a treatment for acne, but some patients showed results which 
should encourage one in seeking more exact methods of therapy and 
in the further study of the whys and wherefores of acne. 


ABSTRACT OF DISCUSSION 


Dr. J. GARDNER Hopkins, New York: Perhaps it will be of interest to men- 
tion some work on this subject done at the Presbyterian Hospital by Dr. Rosenthal 
and Dr. Kurzrok. They tested the excretion of the gonadotropic and of the 
estrogenic principle in cases of acne. With the method used, the gonadotropic 
factor was not found in the urine of normal women of the ages of those tested 
and was not noted in the urine of patients with acne; no abnormality in this 
respect, therefore, was detected. On the other hand, the estrogenic substance was 
present with great regularity in the urine of women of those ages, and was absent 
in the urine of 27 of 33 patients with acne. This seems to me definite evidence 
that, as has been long suspected, acne is due to an endocrine disturbance. At least, 
it shows that the disease is with great regularity associated with a demonstrable 
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abnormality of the endocrine system. Whether the absence of estrogenic substance 
is the cause of acne is not clear. These therapeutic results suggested that estro- 
genic substance is helpful but not the fundamental factor. Whether the cause of 
the absence of the follicular hormone is also the cause of acne has not been 
determined. 

The work was discontinued because of the lack of funds, but I am sure that 
further study along this line will eventually lead to an understanding of the 
pathogenesis of acne and of its fundamental cause. 

Dr. J. F. Burcess, Montreal, Canada: Some time ago I was interested in 
the use of the placental hormone in the treatment of acne, as 1 or 2 patients had 
apparently responded to its use. I then treated a series of about 75 patients, both 
men and women, with this extract, but aside from favorable responses in 1 or 2 
instances, the results were negligible. I can, therefore, corroborate Dr. Van 
Studdiford’s observations. It was believed that the knowledge of endocrine glands 
is not far enough advanced for a thorough understanding of their relation to acne, 
and so the use of this hormone has not béen continued. 

Dr. Kart G. Zwick, Cincinnati: The complexity in the nomenclature of the 
sex hormones seems to constitute an opportunity for the Council on Pharmacy 
and Chemistry of the American Medical Association to make the mnemonic burden 
less ponderous. According to the rules of the Council, as I understand them, 
the name of a medicament should not indicate its therapeutic purpose or action, 
because this occasionally encourages self-medication. But in the case of the multi- 
nominal sex hormones, it seems rather an advantage that an exception be made 
to these rules. I find that a name of a drug which hints at its therapeutic indica- 
tion is a useful aid to my memory in prescribing it, even though such a name may 
constitute quasi a pons asinorum. 

Dr. Jonn H. Stokes, Philadelphia: I believe that this material should be 
thoroughly investigated from the point of view of the hereditary factors in acne 
vulgaris. Dr. Allen King and I, inspired by comments of Dr. Davenport’s, have 
already published observations on this aspect of the problem, and Dr. Pusey has 
recently given it attention in the Arcnives. That there is a hereditary influence 
seems undoubted, and it certainly deserves study. 


Dr. Frep D. Weinman, Philadelphia: I observed a young woman receiving 
thyroid therapy in whom nevi completely disappeared. To be sure, there is a 
wide difference between acne and nevi, but after all nevi are nothing more or less 
than structures composed of cells of a different basal metabolism from that of 
other cells in the body, and thyroid therapy might well affect them. The behavior 
of the nevi in my case is just a clue to the possible connection of endocrines with 
other conditions than acne. I offer this observation in the hope that some of the 
members present may follow this lead in the treatment of acne endocrinologically 
and that if associated nevi are present they will note possible changes in those 
lesions. In my case the solitary facial nevus was of the pigmented type. Dozens 
of minute flat nevi were present over the abdomen. These have become flattened 
but have not disappeared. This is a case of marked endocrine imbalance; the 
patient presents definite vasomotor instability of the entire area of the skin, 
uneven distribution of fat, an infantile uterus and a slightly lowered basal metabolic 
rate. I did not believe that it was possible for this type of facial nevus to dis- 
appear “spontaneously,” as it did after the patient had been given thyroid extract 
for nine or ten months. 


Dr. C. Guy Lane, Boston: I hesitate to speak of a single patient with acne 
who was helped by endocrine or any other therapy, but Dr. Weidman’s mention 
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of his case brings another to mind. A young woman, who had been treated 
unsuccessfully with roentgenotherapy and with other measures, had acne which 
became exaggerated a few days before each menstrual period and which nearly 
cleared up between the periods. After roentgenotherapy had failed to heal the 
condition, she was given amniotin in small doses over a period of six or seven 
months. During the period in which she was receiving this preparation, her face 
remained clear. At one time, the amniotin was omitted deliberately, and the acne 
reappeared. It has been omitted now for two or three months, and there has 
been only a slight recurrence of acne. 

Dr. Uno J. Wire, Ann Arbor: I wish to subscribe to Dr. Hopkins’ remarks 
and to suggest that the approach to the solution of the etiology of acne may lie 
in the investigation of the output of estrogenic substance. During the past year 
my associates and I have been paralleling the work done in Dr. Hopkins’ depart- 
ment. Attention should be called to the fact that the work is attended with 
considerable technical difficulty. In the first place, the normal output of hormone 
differs in women of different ages, and it also varies decidedly in the same 
woman in relation to the menstrual cycle. 

We have spent the entire year in attempting to determine the normal hormonal 
output in women of the same age group and under similar living conditions. After 
this has been done and we have established a norm, we shall be in a position to 
compare the output in persons of the same age with acne. The experiment 
involves the use of a large number of laboratory animals. The output of estrogenic 
substance is determined in a twenty-four hour specimen of urine, taken on the tenth 
day after the beginning of a menstrual cycle. Thus far, we have been able to 
establish what we consider a fairly normal output, and we are now trying to 
determine in what way this output varies in patients with acne. 

Dr. GeorceE M. MacKee, New York: Dr. Van Studdiford, among other 
recent authors, has made valuable additions to this important subject. Continuation 
of such efforts for a few more years may permit an evaluation of endocrine func- 
tion in its etiologic and therapeutic relations to acne vulgaris. In private practice 
I often have patients with acne examined by an endocrinologist. Not infrequently, 
there is a definite endocrine imbalance, and in a few such instances endocrine 
therapy administered by an endocrinologist has appeared to be of real value. On 
the whole, however, the results have been disappointing. I tried the empirical 
use of glandular extracts over a period of several years. I was not favorably 
impressed with the results. 

One must not lose sight of the fact that in unselected material a number of 
etiologic factors are probably operative. My associates and I have had a curious 
experience recently. In my clinic Dr. Henry Niles treated a series of patients 
with roentgenotherapy. The eruption in each case was limited to the face. The 
treatment was applied to one side of the face only. The eruption disappeared 
from both sides in a large percentage of the cases. Interpretation of these results 
is difficult. One thinks of the influence of suggestion and also of the destruction 
of lymphocytes with the formation of protective materials. The quantity of radia- 
tion which reached the opposite cheek was carefully measured and was found to 
be negligible. 

Dr. Litoyp W. Ketron, Baltimore: I cannot resist saying a few words about 
acne, because I have been particularly interested in it for several years. In a 
discussion of the etiology of this disturbance, the rdle of micro-organisms should 
certainly not be ignored. Numerous bacteria are present in all fresh pustules of 
acne, and pustular lesions in animals or in human beings may be experimentally 
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reproduced with these organisms. I think it probable that disturbances of the 
endocrine glands play an important rdle in the causation of acne, but only 
indirectly, so far as they influence the flow and character of the sebaceous 
material in which bacteria grow. I have made many serial sections of fresh 
lesions of acne, and I am convinced that the inflammatory reaction is due to the 
liberation into the tissues of fat saprophytes. 


Dr. M. T. Van Stupprrorp, New Orleans: It would have been better had 
Dr. Ketron not raised such a large question. In return, I shall ask him one. 
Why is the appearance of acne delayed until the patient has reached a certain 
age, whereas the micro-organisms have been present long before the symptoms 
are manifested ? 

Dr. MacKee referred to patients receiving roentgenotherapy on one side of 
the face only. Several patients were treated in that manner, or in some instances 
the face was treated and the back left untreated, but as all were private patients 
roentgenotherapy was used in most instances to hasten healing. 

The most striking observation, with the exception of the hereditary element, 
were the more persistent array of symptoms in boys resembling their mothers 
and in girls resembling their fathers, and the results in the 2 patients who had 
undergone double oophorectomy. One of these recovered following therapy with 
estrogenic substance; the other, following the administration of ovarian extract. 
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NORMAL GASTRIC ACIDITY 


In evaluating the results obtained in the fractional analyses of the 
gastric contents of 93 patients with acne vulgaris reported in this paper, 
it is obviously necessary to compare the average values for gastric acidity 
obtained for normal persons. Numerous investigations on gastric acidity 
in normal persons have been reported in the literature, but the results are 
not as a rule suitable for statistical analysis. It has also been shown 
recently that gastric acidity is partly a function of age and sex;* these 
factors have been almost entirely ignored in previous reports. The 
type of test meal used must also be taken into consideration. That 
there are different assumed normal standards may be seen by consulting 
the literature? The relation of the volume of the residuum during 
fasting to gastric motility is not altogether settled; in addition, the 


volume of the residuum during this period has not been definitely fixed.® 
The “normal” values obtained in tests with meals other than the one 
used in this study will not be considered. For the much used fractional 
test with a meal of bread and water I have been able to find only the 
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results for 10 pupil nurses examined by Kopeloff * and those of 20 men 
examined by Wheelon.’ It cannot be too strongly emphasized that 
reliable averages for normal persons subjected to the fractional test with 
a bread and water meal have not yet been reported. The present study 
was completed before it was realized that that is the case. 


GASTRIC ACIDITY IN PATIENTS WITH ACNE VULGARIS 


The principal studies of gastric secretion in patients with acne 
vulgaris and with a number of other dermatoses have been reviewed. 
Age, sex and other data which can be used for statistical analysis are 
not, as a rule, given by the authors. There are a diversity of test 
meals, a diversity of assumed normal standards and other uncontrolled 
factors. 

With regard to dermatoses other than acne vulgaris, the following 
studies have been reported: Spiethoff * studied 400 cases, Ahlendorf,’ 
50 cases and Porges and Lier,® a small number of cases of eczema and 
urticaria; Ehrmann,® 263 cases of neurodermatitis ; Urbach,?° 150 cases 
of eczema, and Ayres,”” 34 cases, principally of eczema. The principal 
finding in these investigations was subacidity. In 27 cases of eczema 
Waller found principally hyperacidity. Ryle and Barber ** studied 
12 cases of acne rosacea in women; Diimichen,’* 36 cases; Brown," 
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IMMERMAN—GASTRIC ACIDITY IN ACNE VULGARIS 345 


50 cases, and Rulison,*° 50 cases. The chief finding in these investi- 
gations was subacidity. Diimichen ** studied 24 cases of acne vulgaris 
and varioliformis; Knowles and Decker,’* 25 cases, and Gaudig,’® 
11 cases. These investigators found chiefly hypo-acidity. It will be 
observed that the present group of 93 cases constitutes the largest series 
of cases of acne vulgaris in which the patients have been subjected to 
gastric analysis. 


RESULTS IN NINETY-THREE CASES OF ACNE VULGARIS 


The present study had been completed before the work of Vanzant, 
Alvarez, Eusterman, Dunn and Berkson?’ (single extraction) was pub- 
lished. Ninety-three patients, free from disease other than acne vul- 
garis, were selected. Routine studies, including determination of the 
hemoglobin content and erythrocyte counts, were carried out. The 
patients were given an Ewald meal on an empty (over night) stomach, 
after the removal of the contents which had accumulated during fasting. 
Fractions were removed every half-hour for two hours. At the last 
extraction all of the gastric contents were removed, and the stomach was 
washed with 250 cc. of water. 

While the present series is the largest yet reported, when the patients 
are subdivided with regard to age and sex the number in each group 
is so small from a statistical standpoint that the averages obtained 
cannot be considered fixed. In the better distributions the curves were 
unexpectedly symmetrical; the modes, obtained by a fourth moment 
about the mean, were close to the latter; however, the modes and 
skewness have been omitted from the table. The results are shown in 
the accompanying table. 

The amount of the contents during fasting for the male group aged 
from 25 to 29 years has been omitted because of the small number of 
subjects ; the rather marked difference in volume in the two male groups 
may be said to be without statistical significance in this particular study, 
and the difference in volume for males and females is without signifi- 
cance in view of the probable errors. There is, however, no evidence 
of gastric retention. 

The somewhat wide variations in the amount recovered (the two 
hour residuum in cubic centimeters) at the end of two hours are due 
to the small number of cases studied, although it should be noted that 
the residuum after one hour in the Mayo Clinic series’? showed a 
standard deviation (measure of variation) of as much as 50 cc. in males. 

15. Knowles, F. C., and Decker, H. B.: Gastric Acidity in Acne Vulgaris, 
Arch. Dermat. & Syph. 13:215 (Feb.) 1926. 

16. Gaudig, H.: Beitrag zum Verhalten der Magenfunktion bei Dermatosen, 
Arch. f. Dermat. u. Syph. 164:343 (Nov.) 1931. 
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The difference between males and females in the present study has 
no statistical significance. It cannot be properly concluded that there 
was any delay in gastric emptying time. 

The figures for the gastric acidity are the highest obtained during 
the period of the test. However, there was a high degree of correlation 
between the highest acidity and the average of the four extractions. 

The Mayo Clinic series showed acid values for males higher than 
those for females in the age groups considered here. The differences 
found in the present study are without statistical significance. Con- 
sidering the fact that satisfactory normal standards for the fractional 
test with an Ewald meal are not available and that in the data reported 
here the highest degree of acidity has been used, it can hardly be said 
that the means obtained are significant of an abnormal gastric acidity 
in patients with acne vulgaris. Spot diagrams of the red cell count, 
hemoglobin and gastric acidity of each patient showed no apparent 
correlation. Correlation coefficients were not calculated. 


SUMMARY AND CONCLUSIONS 


It has been shown from the literature that no satisfactory normal 
standard exists for the gastric acidity as revealed by the fractional test 
with a bread-and water meal. 

The various conclusions concerning gastric acidity in patients with 
acne vulgaris are based on inadequate data which are not sufficient for 
statistical examination. 

The data obtained from a “fractional” test after a meal of bread 
and water in 93 cases of acne vulgaris have been analyzed. This 
constitutes the largest number of cases of acne vulgaris in which the 
patients have been subjected to gastric analysis. The averages found 
cannot be considered as definitely settled on the basis of the present 
study, but there was no apparent hypo-acidity in this group. 

There was no apparent correlation of the gastric acidity, the hemo- 
globin content and the red blood cell count as shown by spot diagrams ; 
correlation coefficients were not calculated. 

So far as it is possible to judge at present, there was no retention 
of gastric contents in these cases. 





UNUSUAL FORM OF ALLERGIC CUTANEOUS 
REACTION IN LYMPHOGRANULOMATOSIS 
INGUINALIS 


REPORT OF A _ CASE 


BRAULIO SAENZ, M.D. 
HAVANA, CUBA 


The subacute, indolent pathologic process of the inguinal lymphatic 
glands, usually ending in suppuration, designated as lymphogranuloma- 
tosis inguinalis, is of growing importance and is interesting not only 
to the dermatovenereologist but to the gynecologist and to the general 
surgeon. 

Not only does the filtrable virus responsible for the condition cause 
in man the classic adenitis first reported by Durand, Nicolas and Favre ' 
in 1913, but the extension of the process to contiguous structures— 
perirectal lymphatic glands, perirectal and perineal cellular tissues—is 
today regarded as the cause of progressive rectal strictures (anorectal 
syndrome) and of chronic, ulcerative and fistulous processes of the 
female genitals, once considered as esthiomene. 

Furthermore, recent experiments have proved the extraordinary 


affinity (tropism) of the virus for the nerve tissues. Its rapid diffu- 
sion, producing granulomatous lesions in different organs, supports the 
view that the real limits of the disease in human pathology are not yet 
known. 

Since the publication of Pardo-Castello’s * article in 1926, studies of 
the condition have been published by Zakon,’ De Wolf and Van Cleve * 
and reports of cases have been given by Antman* and Tomlinson.* In 
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these articles, Hellerstrém’s* exhaustive contribution on lympho- 
granulomatosis inguinalis is quoted and discussed. In 1933 Gay-Prieto ° 
devoted to this matter a comprehensive monograph which condenses the 
literature on the subject and also contains a record of worth while per- 


sonal researches and experiments. 

It seems, therefore, superfluous to discuss the clinical course, diagnosis 
and pathologic changes of lymphogranulomatosis inguinalis. I shall give 
a description of a case I have observed and a detailed study of the role 
of cutaneous allergy in this disease, which I consider indispensable to a 
correct interpretation of the different cutaneous manifestations accom- 


panying the condition. 
REPORT OF A CASE 


History.—J. G., aged 39, a white man, a Cuban, married, a driver, came to the 
clinic for cutaneous diseases on May 17, 1933. He had complained for about eight 
weeks of bilateral inguinal adenitis; the condition was painless and was not accom- 
panied by fever or any general disturbance. 

The family history was irrelevant. According to the personal history the patient 
had not had syphilis, ulcus molle or gonorrhea. When questioned about the pre- 
vious existence on the genitals of any lesion or erosion that might have given 
entrance to the infection the patient stated that there had not been any. This is why 
he thought that he had a right to rule out any venereal disease. He appeared 
reliable concerning the observed facts. He admitted having had coitus with a 
woman whom he did not know well on two occasions, three and four weeks before 
the groins were affected. 

Examination.—The general condition was good, the patient being slender but 
healthy. The urine was normal. The heart and lungs did not show any abnor- 
malities, and a roentgenogram of the lungs presented a normal appearance. 

Genitals: There was no secretion from the urethra, and no gonococci were 
obtained from scrapings. There were no lesions or scars on the penis. A dark- 
field examination was not considered necessary. Both groins were enlarged, and 
the enlargement was more pronounced on the left side. There, by palpation it was 
found that the inguinal glands were enlarged, matted together in a conglomerated 
mass, with signs of periadenitis, adherent to the skin and painless. The middle 
part of the mass was slightly fluctuating; the skin above it was dull red and 
violaceous. From this unopened abscess aspiration with a thick needle yielded pus 
for investigations. One inch (2.54 cm.) to the right was a small ulceration with 
undermined borders; the fistula was irregular, with indurated walls, and from it 
drained characteristic pus, yellowish-white and not thick. 

Similar features were observed in the right groin, the infiltration being less 
pronounced than on the opposite side. In the center of the conglomerated mass of 
glands were two small fistulous openings set one above the other about 1 inch 
apart and surrounded by two nonulcerated abscesses. 

Laboratory Examination: Scrapings from pus obtained from the abscesses in 
the groins did not show Ducrey’s bacillus or staphylococci. Cultures did not show 
any growth. 


7. Hellerstr6m, S.: Acta dermat.-venereol., supp. 1, 1929, p. 5. 


8. Gay-Prieto, J.: La linfogranulomatosis sub-aguda inguinal, Madrid, Javier 
Morata, 1933. 
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The cell count was normal. The reactions to the Wassermann, Kahn and 
Miller tests were negative. 


Allergic Reactions—On May 19 the Ito-Reenstierna intracutaneous reaction for 
ulcus molle and the reaction to the Mantoux test were negative. 

On May 20 the intracutaneous administration of 0.1 cc. of Frei’s antigen pro- 
duced a slight positive reaction after forty-eight hours. On that day the patient 
also received in each groin a nonfiltered erythema dose of superficial roentgen 


therapy. 











Fig. 1.—Large lesions on the malar region and on the neck. 


On May 23 the intracutaneous administration of 0.1 cc. of Frei’s antigen pro- 
duced, after forty-eight hours, a distinctly infiltrated papule 14 by 14 mm. sur- 
rounded by an erythematous halo, becoming pustular in the center and _ later 
developing into a small intracutaneous abscess. 

On June 11, three weeks after the second Frei test, the reaction was still 


plainly visible, the patient exhibiting a curious eruption. Up to that time the 


case had been considered an ordinary one of lymphogranulomatosis inguinalis, but 
on the basis of the eruption it presented a new interest. 

Cutaneous Eruption —The lesions appeared first on the trunk, the upper part 
of the chest, and the face, spreading to the extensor surfaces of the extremities 
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in two or three days. The eruption was more abundant on the back, where not 
less than forty lesions were observed. On the right scapular region eight or nine 
were grouped in bouquet formation; about eighty were scattered over the body. 

The lesions were inflammatory papules the size of a pea; a few were nodular 
and twice as large. From red in the beginning they turned to dull red in a later 
stage. Larger elements were observed on the face, over the left malar region, on 
the neck and on the lower part of the trunk; their infiltration on the subcutis was 
more pronounced, appearing more elevated over the skin. 

















Fig. 2.—Papular and nodular lesions on the back. 


On some of the lesions, mostly on the larger ones, a vesicopustule developed 
in twenty-four hours, giving place, when dried, to a minute central necrosis. On 
the mucous membranes of the mouth the lesions consisted of superficial erosions. 
Conjunctivitis phlyctenularis was observed. 

A close resemblance was detected between these lesions and the deep infiltrated 
papules produced by the Frei test. 

The lesions had a long evolution, of about three weeks. Their character and 
abundance and the minute central pitting establish a sharp difference between this 


case and the similar cases reported. 
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The eruption was accompanied by slight general disturbances, such as weakness. 
a little fever and pains in the joints and muscles. The inguinal lymphatic glands 
became more swollen and painful. After three or four days these symptoms sub- 
sided; the size of the lymphatic glands was reduced; the discharge disappeared: 
the skin became normal, and the fistulas closed. 


HISTOPATHOLOGIC OBSERVATIONS ON THE CUTANEOUS 
NODULAR LESIONS 
Figure 3 shows that a part of the epidermis limited by three hair 
follicles is sharply raised, forming a papule. The hair follicle at the 

















Fig. 3.—Section through the epidermis of a cutaneous nodular lesion. 


left shows in all its length definite necrotic changes, the epithelium at 
this site being destroyed, and the epidermis shows interstitial and 
parenchymatous edema and a moderate number of leukocytes and poly- 
morphonuclear cells. At some distance from this necrotic area a minute 
intra-epithelial abscess is seen. 

With high magnification pronounced inflammatory changes are 
observed, consisting of intense edema, fibrinonecrotic degeneration and 
infiltration by polymorphonuclear cells and lymphocytes. This area is 
well limited in the upper and ill defined in the lower half. Epithelioid 
cells are arranged in several tuberculoid follicles, and a giant cell of 
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medium size forms the center of a minute abscess. In the rest of the 
infiltration isolated giant cells, lymphocytes, polymorphonuclears and a 


few plasma cells are densely arranged. 


The infiltration lacking in the pars papillaris is profuse around the 
blood vessels of the subpapillary layer and shows a reticulo-endothelial 
reaction (fig. 4). 











Fig. 4.—Vascular lesions and perivascular infiltration of the subpapillary layer. 


A similar infiltration also occurs along nerve fibers and sweat and 
sebaceous glands. The intensity of the inflammatory reaction gradually 
diminishes laterally as it becomes more distant from the necrotic zone. 

The capillaries are dilated, and a few are obliterated. The endothelial 
walls are swollen, and the adventitia is thickened and surrounded by 
mononuclear and polymorphonuclear cells and histiocytes, the last ele- 
ments being more abundant in the spaces between the blood vessels 


(fig. 5). 
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The interstitial connective tissue is edematous, and the collagenous 
fibers are swollen and have poor tinctorial affinities. Histiocytes of dif- 
ferent size and shape are seen among the collagenous fibers, and some 
are of the plasmodial type. 

Emphasis is laid on the close resemblance that exists between the 
histopathologic observations in the nodular lesion in this case and the 
picture observed in the inguinal nodes in lymphogranulomatosis ingui- 








Fig. 5.—Tuberculoid appearance of infiltration, consisting of mononuclear and 
polymorphonuclear cells and an active reticulo-endothelial reaction. A few giant 
cells are seen. 


nalis and also on the similarity of this lesion to the initial lesion called 
lymphogranulomatous chancre by Favre and others. 


ALLERGY IN LYMPHOGRANULOMATOSIS INGUINALIS 
Antigens Used for Intracutaneous Tests—Diluted and Heated Pus: 
In 1925 Frei® described his diagnostic cutaneous test. The antigen is 


9. Frei, Wilhelm: New Skin Test in Inguinal Lymphogranuloma, Klin. 
Wehnschr. 4:2148 (Nov. 5) 1925. 
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prepared from pus obtained by aspiration from the affected glands of a 
patient with lymphogranulomatosis inguinalis. The pus is diluted in 5 
parts of physiologic solution of sodium chloride and heated at 60 C. for 
two hours; on the following day it is heated for an hour. Frei observed 
that heating at 80 C. gives a less active antigen, and Hellerstro6m proved 
that heating at 100 C. makes the antigen totally inactive. Cases in which 
the condition is suitable for the preparation of this antigen are rare. 
Only when various suppurating glands are collected in a large abscess 
can a fair amount of pus be obtained. If the pus is mixed with blood 
it has very little activity. After the pus has been tested for sterility 
it is distributed in sealed tubes containing 0.5 cc. of antigen. In order 
to avoid contamination each tube should be used but once. The addi- 
tion of an antiseptic (0.5 per cent solution of phenol) was recommended 
by Frei, but it presents the inconvenience of causing nonspecific reac- 
tions that might lead to an error. 

Dind’s Antigen: This antigen is an extract of the tissues of the 
lymphogranulomatous glands, obtained by surgical extirpation, triturated 
and pressed with physiologic serum or bouillon. After being filtered 
through mousseline instead of through paper, it is prepared as is the 
Frei antigen. 

Nicolas-Favre’s Antigen: Glands of a patient with lymphogranulo- 
matosis inguinalis dried according to Pasteur’s technic are kept in a 
solution of equal parts of glycerin and distilled water. The antigen is 
prepared, when needed, by triturating the glands with physiologic serum. 

Antigen from Spinal Fluid and Brain: These antigens have no 
clinical use, having been employed only in experimental researches by 
Hellerstrom, Levaditi,’° Freund and others. The spinal fluid and brains 
of infected monkeys and rabbits are prepared in the same manner as 
Frei’s antigen. 

Antigen from Serum of Bullas: In cases of lymphogranulomatosis 
inguinalis, presenting eruptions of erythema multiforme or erythema 
nodosum, antigens have been prepared either from a fluid obtained by 
producing vesication with cantharides over the lesions (Kleeberg) or by 
trituration of the lesions with physiologic serum (Hellerstrom). The 
latter technic was used in the case reported here. 

Use of Antigens: Once sealed in tubes, these antigens must be kept 
in a cool place, preferably in a refrigerator. It must not be forgotten 
that their activity decreases with age, to the extent of their becoming 
totally inactive at the end of a year. After six months they should not 
be used for diagnostic purposes. 


10. Levaditi, C.; Ravaut, P.; Lepine and Schoen: Etude étiologique et patho- 
génique de la maladie de Nicolas-Favre, Ann. Inst. Pasteur 48:27 (Jan.) 1932. 
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Great variations are found in the antigenic power of the antigens. 
Excessive heating during inactivation and filtering through paper 
diminish the power. Even when the antigens are prepared under the 
most scrupulously supervised conditions a sharp difference is to be 
found. The reason for these variations is difficult to ascertain; they 
probably depend on the amount of virus contained in each gland. 

It is advisable to prepare the antigens from lesions of patients with 
lymphogranulomatosis inguinalis who give a positive Frei reaction. At 
least two intracutaneous tests must be performed experimentally before 
an antigen is used: one on the patient himself and the other on a sub- 
ject with confirmed lymphogranulomatosis inguinalis or with an anorec- 
tal syndrome. 

Diagnostic tests on patients must be carried on at the same time with 
control tests on persons not suffering or having suffered at any time 
from lymphogranulomatosis inguinalis. The lymphogranulomatous 
nature of a case presenting adenitis is determined in one of two ways: 
(1) by obtaining antigen from the patient and testing it on another 
subject known to have the disease (Ravaut) or (2) by testing the 
patient presumed to be suffering from lymphogranulomatosis inguinalis 
with antigens prepared from lesions of a patient with a confirmed case 
of the disease. The second method is generally adopted. 

Cutaneous Allergy—One-tenth cubic centimeter of the selected 
antigen is injected intracutaneously into any area of the skin, the fore- 
arm ordinarily being chosen. A fine needle should be used, and care 
must be taken that the edema is exactly intracutaneous in order to avoid 
an ulterior error. 

The results are read at the end of forty-eight hours, and the reaction 
lasts from one to three or even four weeks. 

A positive reaction presents one of three different forms: 

1. A reddish infiltrated papule, from 6 to 20 mm. in diameter, encir- 
cled by an erythematous halo may appear. The papule lasts several days, 
while the surrounding redness disappears rapidly. In cases which do not 
very plainly show a positive reaction it is advisable not to rely on inspec- 
tion alone; the presence of infiltration of the cutis must be determined 
by palpation. 

2. When the reaction is more pronounced a vesicle or vesicopustule 
develops in the center of the papule. 

3. In some cases (as in the one reported here) a true dermal abscess 
is formed; the pus contained in the abscess is always aseptic. 

The antigens should be tested and compared with each other in series 
and in many combinations. In no case should an auto-antigen alone be 


employed. Frei has observed that the intensity of the reaction is always 


in relation with the more or less pronounced changes in the skin above 
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the glands. Patients with numerous fistulas and abscesses adherent to the 
skin and with intense periadenitis usually show maximum reactions. 
The reaction also takes place in patients with a general systemic distur- 
bance, such as fever, arthralgic pains, erythema multiforme or erythema 
nodosum. 

RESULTS 

From a summary of the results obtained by various authors and of 
my own experience, the excellent diagnostic value of the Frei test, which 
can be considered almost specific, must be admitted. Its value, however, 
is not absolute. Nicolas and Favre reported an unquestionable case of 
lymphogranulomatosis inguinalis in which three consecutive tests were 
negative. I have observed a similar case. The same authors published 
a report of their observation in a case of syphilitic adenitis in which the 
reaction was positive and the patient had never had lymphogranuloma- 
tosis inguinalis ; a positive reaction also occurred in a case of bubo from 
ulcus molle. Hellerstr6m mentioned a negative reaction in two of his 
cases, clinically diagnosed as instances of lymphogranulomatosis ingui- 
nalis. These were probably cases of association of lymphogranuloma- 
tosis inguinalis and adenitis from ulcus moile. The Ito-Reenstierna 
reaction was intensely positive. The value of the test in the cases of 
mixed infections will be discussed later. 

Frei has observed that the intradermal reaction may be negative 
when the antigen employed is from a case of lymphogranulomatosis of a 
differing group. To establish a diagnosis of this condition it is neces- 
sary: (1) that the intradermal reaction be positive with a heterogeneous 
antigen from a patient with an unimpeachable case of lymphogranuloma- 
tosis and (2) that the antigen prepared from the suspected patient’s 
bubo produce a positive reaction in a patient with a confirmed case of 
lymphogranulomatosis inguinalis. 

The intracutaneous reaction never produces a general disturbance 
even when the necrotic form is adopted. Attention must be called to 
three remarkable exceptions to this rule recently reported by Chevallier." 

In a few instances in which the allergy is much pronounced it pro- 
duces cutaneous manifestations of erythema multiforme or erythema 
nodosum; it also produces a focal reaction in the groins, the glands 
becoming more swollen and painful. 


Date of Appearance of the Intracutaneous Reaction.—This matter 
has been studied in full by Hellerstrom. He observed that the allergic 
reaction becomes positive from one to several weeks after the beginning 


of the adenitis. 


11. Chevallier, P., and Bernard, J.: Les variations de la virulence expérimen- 
tale de la poroadénite inguinale chez l'homme, Bull. Soc. franc. de dermat. et 
syph. 39:769 (June) 1932. 
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As long as the skin above the glands shows no changes the chances 
are that the intradermal reaction may be negative. As soon as the inflam- 
matory process invades the skin, causing it to appear red and violaceous 
and adherent to the matted underlying glands, the reaction becomes 
positive. The more pronounced these symptoms are, the more distinctly 
will the reaction show; it reaches its acme when the glands suppurate 
and form fistulas in the skin. In short, it is necessary for the skin to 
be involved in the infection before it can react allergically to the test. 

This is, of course, of great importance, not only from a diagnostic 
but from a therapeutic point of view. 


Duration of the Allergy—The observations of all the authors who 
have studied the reaction confirm the initial results obtained by Frei, 
Hellerstrom, Jersild and others. The cutaneous reaction lasts many 
years, and it can be considered indefinite. Hellerstro6m mentioned a case 
in which he obtained a positive reaction twenty-five years after the 
appearance of the adenitis. Retrospective diagnoses of lymphogranulo- 
matosis inguinalis have been made on patients who had presented buboes 
of unknown etiology many years before, when this condition was con- 
fused with many other processes affecting the inguinal lymphatic glands. 

In cases of lymphogranulomatosis inguinalis the susceptibility of the 
skin to react against this specific antigen presents a close resemblance to 
the allergy studied some years before by Ito-Reenstierna in connection 
with the adenitis that accompanies ulcus molle. Ramel stated that on 
making repeated injections for cutaneous tests in patients with lympho- 
granulomatosis inguinalis he observed that the reaction increased in 
strength. 

Regarding this fact, Hellerstro6m wrote: “I myself have not noticed 
this to any extent.” The truth of Ramel’s observation was confirmed 
in the case of a patient examined in April 1932 and also in the one pre- 
sented in this report. Attention must be called to the fact that the 
patient who is the subject of this report received roentgen treatment, a 
fact mentioned before as capable of increasing, to a great extent, the 
sensitiveness of the skin to this allergic reaction. 

The cutaneous allergy in lymphogranulomatosis inguinalis is also 
comparable to the allergy observed in a tuberculous infection, as a result 
of the appearance of erythema nodosum, anergy and focal reactions. 

Anergy.—It is beyond doubt that under certain conditions anergy 
exists in lymphogranulomatosis inguinalis, although it is never per- 
manent. 


1. It has already been mentioned that allergy is absent in the early 
stage of the condition, or the period of the inoculation chancre ; only a 
certain time after the invasion of the lymphatic glands and the participa- 
tion of the skin does the allergy develop. Cutaneous anergy in lympho- 
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granulomatosis inguinalis is comparable to similar conditions observed in 
certain biologic reactions with tuberculin. 

2. The intracutaneous reaction with an auto-antigen or a hetero- 
antigen in cases of lymphogranulomatosis inguinalis is not followed, as 
is ulcus molle vaccination, by a temporary anergy. 

3. It is more interesting to study the allergy in cases of association 
of lymphogranulomatosis with other venereal diseases. It has been 
observed that when a patient contracts at the same time syphilis and 
Nicolas-Favre’s disease the Frei test is negative for a certain time, 
especially if cutaneous manifestations of syphilis are present. This 
anergy is rapidly modified with the institution of antisyphilitic treatment. 
Similar modifications are observed in late cutaneous syphilis, though 
with less frequency than in the early periods. 

The association of ulcus molle with lymphogranulomatosis inguinalis 
determines, in the allergic reactions of this condition, the same modifica- 
tions as mentioned in relation to syphilis. 

Errors—tIn the reading of intracutaneous reactions errors can be 
avoided by observing the following rules: 

1. The antigen must be prepared from pus or glands of a patient 
with a confirmed case of lymphogranulomatosis. 

2. Antigens prepared from the patient’s pus or glands are not suit- 
able for etiologic diagnosis. Attention has been called to the fact that 
results in -hese cases are not reliable. 

3. Antigens prepared more than six months before the test is made 
must not be employed, even though they have been kept in a refrigerator. 

4. When the tubes containing the antigen are used and resealed 
again, contamination frequently takes place. The results obtained with 
such contaminated antigen may produce doubtful reactions. A separate 
tube must be selected for each experiment or series of experiments. 

Conclusions.—1. In cases of lymphogranulomatosis inguinalis intra- 
cutaneous reactions with specific antigens are of great diagnostic impor- 
tance, although they must not be accepted as an absolute criterion. 

2. The intensity of the reactions is in direct relation to the changes 


in the skin above the involved glands and to the existence of general 


disturbances. The allergy is greatly increased by the application of 


roentgen therapy to the groins. 

3. A certain time is required before the allergy appears. 

4. This allergy lasts for years, almost indefinitely. 

5. Allergy may temporarily disappear when lymphogranulomatosis 
inguinalis is associated with other venereal diseases (syphilis, ulcus 
molle ). 
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6. Certain sources of error, such as auto-antigen, aged antigen and 
contaminated antigen, should be eliminated. 

Nonspecific Reactions——The results obtained in experimental tests 
on the skin of patients with lymphogranulomatosis with nonspecific 
antigens, such as ulcus molle antigen and tuberculin, are considered 
worthy of mention. In Nicolas-Favre’s disease the intradermal reac- 
tions with ulcus molle antigen have always been negative, except in 
patients who had contracted ulcus molle some time before and whose 
allergy for this condition was still present and in persons presenting 
both ulcus molle and lymphogranulomatosis. 


Cutaneous Symptoms of Lymphogranulomatosis Inguinalis.—Four- 
teen years after the description of Nicolas-Favre’s disease as a new 
nosologic entity, Alice Koppel '* reported the first three cases of ery- 
thema nodosum appearing in the course of lymphogranulomatosis ingui- 
nalis. 

During the intervening period these manifestations, if observed, were 
not duly related to their real cause. 

A careful survey of the literature includes the names of the following 
authors whose contributions on the subject I have examined:  Heller- 
strom (4 cases, Sweden), Koppel '* (3 cases, Germany ), Kichtevatz ** (1 
case, Jugo-Slavia), Lohe and Blummers ** (1 case, Germany), Klee- 
berg ‘* (1 case, Germany), Loewenstein '* (1 case, Austria), Gaté * (1 
case, France), Pautrier'® (1 case, France), Nicolas and Favre’ (3 
cases, France), Chevallier and Bernard (1 case, France). 

Milian’s ** case reported in 1930 appears for various reasons to be 
questionable. 

The real incidence of the condition is difficult to ascertain; of all 
the aforementioned authors only Hellerstrom and Nicolas and Favre 
mentioned the total number of cases of lymphrogranulomatosis ingui- 
nalis they had observed up to the time their papers were published ; four 

12. Koppel, Alice: Lymphogranulomatosis inguinale mit akuten rheumatischen 
Erscheinungen, Klin. Wchnschr. 6:2469 (Dec. 24) 1927. 

13. Cited by Kleeberg.'4 

14. Kleeberg: Bull. Soc. frang. de dermat. et syph. 38:547 (April) 1931. 

15. Gaté, J., and Michel, P., cited by Nicolas, Favre and Lebeuf: Bull. Soc. 
franc. de dermat. et syph. 38:511 (Feb.) 1931. 

16. Pautrier, Glasser and Lanzenberg: Bull. Soc. franc. de dermat. et syph. 
38:303 (March) 1931. 

17. Nicolas, Favre and Lebeuf: L’érythéme polymorphe au cour de la maladie 
de Nicolas-Favre, Bull. Soc. franc. de dermat. et syph. 38:509 (April) 1931. 

18. Milian, G., and Massot: Maladie de Nicolas-Favre, Bull. Soc. franc. de 
dermat. et syph. 37:1295 (Dec.) 1930. 
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of forty-seven, or 8.5 per cent, and three of fourteen, or 20 per cent, 
respectively. In my experience with twenty-eight cases of lympho- 
eranulomatosis inguinalis the one reported here is the first in which 


cutaneous manifestations have been observed. It is interesting to remark 
that all the cases reported have occurred since the introduction into daily 
practice of the Frei test as a diagnostic measure for lymphogranulo- 


matosis inguinalis. 

Of the nineteen patients in whom cutaneous symptoms developed, 
only four were women ; this fact is easily understood in consideration of 
the low frequency of the disease in women. The age incidence, corre- 
sponding to the active sexual life, is from 20 to 35 years. 

While Hellerstrom and Nicolas and Favre considered that cutaneous 
manifestations are frequently seen, Kleeberg affirmed that they are very 
rare. I agree with the latter opinion. 

In seventeen of the nineteen cases the cutaneous lesions developed 
after the intracutaneous test had been performed, and in one instance 
the eruption was elicited at each new appearance of the intradermal 
reaction. I believe that in these cases the antigen stimulates the allergy 
of the skin, the cutaneous lesions resulting from a powerful immunizing 
activity on the part of the cutaneous structure. 

In most instances the eruption is noticeable from six to ten weeks 
after the invasion of the inguinal lymphatic glands; in the shortest case 
recorded, corresponding to Chevallier’s observation, the lesions appeared 
at the end of two weeks. 

The lesions adopt the features characteristic of erythema multiforme 
or erythema nodosum and are localized on the extensor surfaces of the 
extremities, seldom invading the trunk and face. The conjunctiva and 
the mucous membranes of the mouth and anal region are sometimes 
affected. 

The lesions are discrete; they have a red or a red-cyanotic tint, infil- 
trating the cutis and subcutis; their evolution is strikingly transient, as 
they almost fade in a week or two; they show little tendency to recur. 

It is generally admitted that papules and nodules are absorbed with- 
out softening ; in the case under consideration there developed on each of 
the larger nodules a tiny pustule giving place when dried to a minute 
central necrosis; the liquid contained in the pustules proved to be free 
from germs. This pustular character of the elements, though rare, has 
been mentioned by Garnier and Chevallier. 

In nearly all the cases referred to no medicine was given ; the possi- 
bility of the lesions being a drug eruption resembling erythema nodosum 
is consequently ruled out. One can also exclude the relation with tuber- 
culosis on the basis of the history, clinical findings, biologic evidence and 
roentgenograms of the pulmonary tract. 
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Kleeberg ** stated that with an antigen prepared from the fluid of 
bullae from one of his patients he obtained positive reactions in two of 
five cases of confirmed lymphogranulomatosis inguinalis and negative 
results in all the control observations. 

An antigen prepared with triturated nodules was used in the case 
reported here ; the result was negative in a patient with lymphogranulo- 
matosis inguinalis and also in one with an anorectal syndrome as well as 
in the control subjects ; these observations confirmed the similar findings 
of Kichtevatz and Hellerstrom. 

Koppel’s interpretation of the eruption as the result of a hemato- 
genous metastasis of lymphogranuloma, comparable to that observed by 
Lehnhoff in similar cases of ulcus molle, is doubtful. 

I am inclined to accept this condition as the expression of an 
increased cutaneous allergy more than as the result of metastasis due to 
septic or toxic products. 

The majority of authors have long accepted Brocq’s interpretation 
that erythema nodosum is not an infection sui generis but a mere syn- 
drome without a definite and uniform etiology. 

Otto Kren,*° in a recent paper, stated that he had observed erythema 
nodosum as a manifestation in the course of tuberculosis, syphilis and 
leprosy and also in infections produced by fungi and in ulcus vulvae 
acutum. He considered the condition as a form of reaction in acute and 
chronic infections the agents of which may be bacteria or fungi as well 
as chemical products, all of which produce identical morphologic 
reactions. 

SUMMARY 

A case of erythema nodosum appearing in the course of lympho- 
granulomatosis inguinalis is reported. 

The abundance of the eruptive lesions, the long-standing pustular 
condition and the necrosis with minute pitting of the larger elements 
establish a sharp difference between this and similar cases reported. 

Roentgen treatment was applied to the groins, a procedure admittedly 


capable of increasing the allergy in lymphogranulomatosis inguinalis. 


The cutaneous symptoms are regarded as the result of the increased 
allergic reaction of the skin. 

The eruption caused a transient exaggeration of the symptoms in 
the affected glands, then the inflammation disappeared, the discharge 
stopped, the sinuses closed and the skin above the glands became normal. 
This explains the excellent therapeutic results obtained with lympho- 


19. Kleeberg: Dermat. Wchnschr. 91:1376 (Sept. 13) 1930. 
20. Kren, Otto: Welche Aetiologie hat das Erythema nodosum? Wien. klin. 
Wehnschr. 44:743 (June 5) 1931. 
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granulomatosis inguinalis antigen in intramuscular and intravenous injec- 
tions, and also with the serum of patients that have recently been cured. 


ABSTRACT OF DISCUSSION 


Dr. H. N. Core, Cleveland: I enjoyed Dr. Saenz’ paper and I agree with him 
that the eruptions seen on the skin in certain cases of lymphogranulomatosis 
inguinalis are probably allergic. It is possible that in a patient with this disease 
a certain amount of substance tending to cause such an eruption is released in the 
blood stream following a Frei reaction or an irradiation of the lymph nodes. The 
same is true in tuberculosis. Thus if a dose of tuberculin in a dilution of 1: 1,000 
is given to a tuberculous child generalized lichen scrofulosorum may develop. 
Lymphogranulomatosis inguinalis undoubtedly comes in the same category as 
syphilis and several other granulomatoses in which the allergic reactions appear 
on the skin. So far the cases have not been checked to determine the relation 
between the occurrence of the eruptions and the disappearance of the disease. Much 
work with the Frei antigen has been done to find out what the constituent is that 
produces the reaction. When it is run through a bougie the filtered material does 
not produce a reaction, whereas the material left in the bougie causes a reaction. 
When the latter material is washed frequently no reaction is obtained with the 
fluid, but a reaction continues to result from the sediment. Just what in the sedi- 
ment causes the reaction has not been ascertained. 

As to the types of reaction that occur in association with lympohgranulomatosis 
inguinalis, a number are mentioned in the literature. I have seen a dozen or more 
but I think that the commonest was erythema multiforme. 

Dr. Frep Wise, New York: I should like to ask Dr. Saenz the following 
questions: 1. How does the eruption exhibited on the screen compare with the 
eruptions previously reported? Does it resemble them clinically and histologically 
or is it different? 2. Can the possibility of eruption due to drugs be positively 
excluded in cases of this kind? 3. Can he give a little more detail regarding the 
general reactions obtained by the Frei test? 

Dr. GeorGE Mitter MacKee, New York: It may be well to clear up one 
point. I understand that these allergic reactions are alleged to have been caused 
by roentgen rays and also that they occur subsequent to the Frei test and even 
spontaneously. I can understand how a fairly large dose of roentgen rays may 
effect a toxic or an allergic eruption by producing a rapid distribution of cells, as 
in the case of granuloma fungoides. It is more difficult to understand the mechan- 
ism when very small doses of roentgen rays are employed. 

Dr. Brautio SAENZ, Havana: Concerning the remarks of Dr. Wise about 
eruptions due to drugs, I did not have time to read that portion of the paper, but 
I made a careful investigation regarding this fact, and the patient had taken no 
drugs or any kind of medicine before the eruption appeared. 

This is one of the main things that have to be carefully ruled out, as eruptions 
due to drugs may resemble erythema multiforme, but in this case such a possibility 
is positively excluded. 

Allergy is, I think, seen more often in cases of tuberculosis than in those of 
lymphogranulomatosis inguinalis. As stated in the paper, in the early stage the 
patient may show no reaction to the Frei test, but later, when the glands suppurate 
and the skin is affected, a definite reaction appears. Most patients in the early 
stage do not show any positive reaction, but they show it later. If anergy exists 
in a case of lymphogranulomatosis inguinalis it is temporary and never permanent. 
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In answer to Dr. MacKee’s remarks concerning roentgenotherapy, I must sa\ 
that only nineteen cases were reported in the literature, and in seventeen of thes« 
nineteen cases a Frei test was performed, but only a few of the patients wer: 
treated with the roentgen rays. It is generally admitted that roentgenotherapy 
is capable of increasing the allergic reaction of the skin. Regarding the histo- 
pathologic picture of the slides, I must mention that Gans, who in 1930 reported 
his histologic observations in cases of lymphogranulomatosis inguinalis, said that 
the lesions were not typical; but in my case an important fact must be emphasized, 
namely, the tuberculoid appearance of the infiltration, with minute abscesses cen- 
tered by giant cells, isolated giant cells, epithelioid cells, lymphocytes and poly- 
morphonuclear cells. These effects were not present in the cases reported by 
Gans, and if one accepts what has been said by Jadassohn and Lewandowsky, the 
tuberculoid traits in these cases should be interpreted as representative of the 
allergic reaction of the skin. 





WHITE SPONGE NEVUS OF THE MUCOSA 
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NEW YORK 


In May 1934 there came under my observation a woman who, 
on examination for a banal skin eruption, was found to have a peculiar 
whitish lesion of the mucous membrane of the mouth. Further inves- 
tigation revealed a similar discoloration of the mucous membrane of 
the labia, the vaginal walls and the upper part of the anal canal and 
the rectum. One of the patient’s two children, aged 13, the patient’s 
mother, a brother, two sisters and a maternal aunt had the same “white 


mouth.” The possibility of the development of a malignant process 


had been a source of considerable anxiety, especially as there was a 
history of cancer in the family. As I could not recall having seen a 
similar condition and as it seemed important to determine whether the 
changes were suggestive of a precancerous condition, I took a specimen 
of tissue from the mouth for biopsy. The report of this case and the 
history of the three members of the family whom I examined follow: 


REPORT OF CASES 


Case 1.—Mrs. F. V., aged 38 years, an American housewife of good family 
and antecedents, consulted me on May 9, 1934, for acne rosacea of five years’ 
duration. In the course of a routine examination I noticed that the mucous mem- 
brane of the cheeks, the lips, the sides of the tongue, the hard and soft palate 
and, to a lesser degree, the gums and the floor of the mouth were of a peculiar 
white or opalescent tint and of spongy appearance, as though slightly thickened, 
with numerous small, clear follicular openings, ranging in size from that of a pin- 
point to that of a pinhead, scattered over the surface. The thickened white areas 
were especially marked on the mucous membrane of the cheeks, along the line 
of closure of the teeth and just inside the corners of the mouth. The uvula was 
normal. The abnormality had been present since birth. 

The appearance of the mucous membrane of the labia, the vagina and the 
upper part of the anal canal and the rectum was practically identical with that 
of the mucosa of the mouth. 

The physical examination otherwise gave essentially negative results. The skin 
was slightly dry but not abnormally so. The patient had always enjoyed excellent 
health except for constipation, which had been troublesome until a few years pre- 
viously. She was accustomed to drink one cup of coffee and two cups of tea a day. 
She had never smoked or taken alcoholic beverages. The reaction to the Wasser- 
mann, Kahn and Kline tests was negative. 
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When the patient was examined by a gastro-enterologist two years before for a 
possible cause of the acne her general physical condition and the gastro-intestinal 
contents were found to be normal. The specialist was much interested in her 
mouth, remarking that he had never before seen a similar condition. A gynecolo- 
gist who examined the patient about the same time for laceration of 
the cervix, curettage and removal of hemorrhoids, following childbirth, first brought 
to her attention the fact that the mucous membrane of the labia, the vagina and 
the rectum presented the same peculiarity as that of the mouth. 


Family History—The patient was one of a family of four children. Her son, 
aged 13, two sisters and one brother, aged 28, 41 and 49 years, respectively, had 
all had the same white mucous membranes since infancy. The mother, 64 years 
of age, had had the same condition from infancy, as did a maternal aunt, who died 
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Fig. 1—A shows the white, spongy thickened appearance and numerous small, 
clear, follicular openings of the mucous membrane; B, numerous, clear, follicular 
openings over a grayish-white surface. 


at the age of 42 of cancer of the breast. The mother had two other sisters, one 
68 and the other 58, but she did not know whether they had white mouths. 

When the patient’s brother enlisted in the army at the age of 24, the examining 
physician expressed much concern over the condition of the mucous membrane of 
his mouth and warned him against smoking. After the war he became so 
worried about the condition of his mouth that his mother showed him her mouth 
and, in order to reassure him, began to smoke cigarets, smoking as many as twenty 
or more a day for two years. No change could be noticed in the appearance of 
her mouth. 

The patient’s maternal grandfather died at the age of 56 years of cancer of 
the prostate gland. It could not be learned whether he had a white mouth. The 
parents were not related by blood, there was no history of other abnormalities in 
the family, and there was no evidence of syphilis. 
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Biopsy.—The pathologic changes involved the entire section and were chiefly 
in the epidermis, the most interesting observation being the thickened, moist, dys- 
keratotic and irregular epidermis with a horny plug dipping deep down in the 
epidermis. 

The irregular, thickened, acanthotic, dyskeratotic and edematous epidermis 
showed elongation and fusion of the rete pegs. There was vaculation of the cells 
in the middle and upper portion of the prickle cell layer, with marked parenchyma- 
tous and interstitial edema. Many of the swollen cells contained peculiar fine 
and coarse granules. 

The basal layer was intact except for a few areas of disorganization, mainly 
beneath the most markedly edematous processes of the epidermis. There was con- 
siderable thickening of the corneal layer as well as parakeratosis. The middle 
and lower portions of the corneous layer were wavy and edematous. The granular 
layer was absent in places. 




















Fig. 2—A low power magnification showing thickening of the epidermis, 
fusion of the rete pegs, hyperkeratosis and a horny plug. 


In the middle of the section was an invaginated area of epidermis filled with a 
large parakeratotic plug, beneath which the epidermis was flattened. 

The stroma was vascular, especially in the upper portion, with large nerve 
bundles scattered throughout the cutis. Compound racemose glands were present 
in large numbers just beneath the cutis, which contained foci of mononuclear 
cells. Voluntary muscle fibers were present. In the lower portion of the cutis 
was a large enclosure of stratified epithelial cells and a few acini and ducts. 
Colonies of bacteria were seen on the surface and in the epithelial inclusion. The 
epithelial plug and the surrounding dyskeratotic cells suggested Darier’s disease. 

While at first glance the appearance of the mouth was suggestive of leukoplakia, 


on closer inspection the soft, spongy consistency of the tissue and the porous 


aspect proved it to be totally different from either the smooth, hard plaques or 
the rough, papillomatous surface characteristic of the various forms and stages 
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of leukoplakia. The same features made it easily distinguishable from lichen 
planus and other skin diseases which sometimes involve the oral mucosa. The 
microscopic section revealed some of the changes seen in Darier’s disease, but 
macroscopically there was no trace of the umbilicated nodules typical of that dis- 
ease, and the dyskeratosis was moist in contrast to the dry dyskeratosis found in 
Darier’s disease. 

Case 2.—Mrs. S. C., a healthy-looking woman of 64 years, the mother of the 
patient in case 1 consulted me on May 9, 1934. Her mouth showed the same 
whitish, spongy appearance as did that of her daughter, and the same areas were 








Fig. 3—-A high power magnification of the horny plug shown in figure 2. 


involved. Although the minute follicular openings gave a sievelike appearance to 
some of the areas and there was marked thickening, especially on the cheeks, 
the surface was soft to the touch, in contrast with leukoplakia. The condition had 
been present since infancy but had never caused discomfort. The general physical 
examination gave negative results, and the patient reported that she had always 
had good health. The reaction to the Wassermann, Kahn and Kline tests was 
negative. She would not consent to rectal and vaginal examination or to the 
taking of a specimen for biopsy. 

Cast 3.—The 13 year old, healthy robust son of the patient in case 1 was 
seen on Aug. 4. The same milky white condition of the mucous membranes was 
present as was observed in the mother and grandmother. The condition was not 
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as extensive, being confined to the sides of the mucous membrane of the cheeks, 
the gums and the mucous surface of the upper Nip, the upper part of the anal 
canal and the rectum. The mucous membrane was thickest and whitest opposite 
the molars, and palpation disclosed the same soft, spongy consistency that was 
present in the other two patients seen. In all three members of the family the 
condition had been present since infancy, and the boy’s mother thought that the 
condition had become somewhat more pronounced as he grew older. He had 
never used tobacco, and his history was irrelevant. A physical examination gave 
normal results, and the Wassermann test was negative. 

















Fig. 4—A high power magnification showing the hyperkeratotic and dyskera- 
totic epidermis and the elongation and fusion of the rete pegs. 


COM MENT 


A fairly thorough seach of the literature has failed to disclose a record 
of a parallel case. The abnormal cornification and the apparently 
hereditary basis of the condition seem to relate it to the so-called 
ichthyosiform nevi, several cases of which have been described as 


involving the mucous membranes, notably one by Siebenmann ! (1909) 


1. Siebenmann: Ueber Mitbeteiligung der Schleimhaut bei allgemeiner Hyper- 
keratose der Haut, Arch. f. Laryng. u. Rhin. 20:101, 1908. 
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and three by Miescher? (1925) in Germany and one by Church * 
(1865) in England. Siebenmann’s patient was presented by Lutz‘ 
fourteen years after the first report before a meeting of the Swiss 
Dermatologic Society. To these may be added the case of Thibierge ° 
reported in 1892 as an instance of generalized ichthyosis involving by 
exception the mucous membrane of the mouth and nose and the 


cornea. 

In all these cases, however, the abnormality of the mucosae appeared 
to be only a part of the generalized hyperkeratotic condition of the 
external skin, whether the condition was true ichthyosis or not, and, 
furthermore, was associated with other defects presumably of a degen- 
erative character (in the Miescher cases the parents were first cousins). 
In the present instance, the three members of the family whom I was 
able to examine, representing three generations, were healthy and showed 
no other abnormalities. There was no history of consanguinity among 
the forebears, and no other congenital abnormalities could be ascertained. 
The maternal grandfather of the patient in case 1 and one sister of her 
mother died of cancer, but there seems to be no ground for considering 
the present condition as even potentially cancerous unless some change 
occurs subsequently in the affected areas in one or more of the mem- 
bers still living. In this connection the mother’s experiment with smok- 
ing recounted in the report of case 1 is interesting by virtue of its 
analogy to the role of smoking in the evolution and malignant degen- 
eration of some types of leukoplakia of the tongue. In this instance 
not the slightest change could be detected after a two year period 
during which the patient smoked as many as twenty cigarets a day. 


The complete absence of any subjective disturbances and of any 
signs of inflammation in the parts involved, the static nature of the 
process and its strict limitation to the buccal, rectal and vaginal mucosa 
and that of the upper portion of the anal canal, coupled with its con- 
genital, hereditary and familial basis (three generations on the maternal 
side), suggest its classification among the nevi. In the absence of a 
hitherto recorded parallel, I propose the name “white sponge nevus of 
the mucosa” (naevus spongiosus albus mucosae). 


2. Miescher, G.: Drei Falle von familiarer Keratose der Haut und Schleim- 
haute, Dermat. Ztschr. 44:189, 1925. 

3. Church, W.: Report of a Case of Ichthyosis with Congenital Malforma- 
tion of the Aorta, St. Barth. Hosp. Rep. 1:198, 1865. 

4. Lutz: Ichthyosiformer Naevus mit ausgedehnter Beteiligung der Schleim- 
haut, Schweiz. med. Wchnschr. 3:572, 1922. 

5. Thibierge, G.: Cas extraordinaire d’ichthyose généralisée avec altérations 
des muqueuses buccale et nasale et des cornées, Ann. de dermat. et syph. 3:717, 
1892; also, Bull. Soc. franc. de dermat. et syph. 3:322, 1892. 





COINCIDENCE OF LICHEN SCROFULOSORUM WITH 
LUPUS ERYTHEMATOSUS 


DOUGLASS W. MONTGOMERY, M.D. 


SAN FRANCISCO 


Lichen scrofulosorum is a rare disease in all localities except Vienna, 
where the first case described occurred. It is very rare in California. 
sesides being interesting for its rarity, lichen scrofulosorum is interesting 
historically, as it was the first of the tuberculids to be correctly linked 
with tuberculosis, and by no less a personage than Ferdinand Hebra, 
one of that small group of remarkable men, including Willan and Bate- 
man, Alibert and Biett, who made the first discoveries in the modern 
study of dermatology. 


Lichen scrofulosorum occurs chiefly on the trunk, usually in pasty, 
pale, scrofulous children who show enlarged cervical lymphatic nodules, 
tuberculosis of the bone and frequently the characteristic scabby, 
enlarged lips, especially the upper lip. In such cases the terpid, brownish- 
yellow papular eruption is easy to recognize. 


REPORT OF A CASE 


A woman, aged 57, was under treatment for discoid lupus erythematosus. She 
showed no symptoms of tuberculosis but said that her husband had died of pul- 
monary tuberculosis. This is mentioned because lupus erythematosus is considered 
by some authorities to be a tuberculid, while others strenuously exclude it from 
this group. The patient’s principal worry concerned a characteristic patch on the 
right temple. More interesting, however, were other red, elevated patches that 
appeared on the forearms; they had existed for some time. There were still other 
lesions over the elbows; these were disks but much larger than those usually seen. 
They had elevated, rounded borders and sunken centers and were covered with 
scanty, thin, adherent scales. It was near these disks that the lichen scrofulosorum 
appeared. 

There were two principal groups of papules. One group was over the posterior 
border of the ulna and consisted of conical papules, each distinct from its neighbor 
and tipped by a corneous, dark plug. This patch is well shown in one of the 
photographs. The papules evidently arose from the sebaceous follicles like the lichen 
pilaris so commonly seen on the posterior surface of the upper part of the arms. 
There was, however, no lichen pilaris on the patient’s arms; moreover, many of the 
papules formed distinct, although irregular, groups, and, as if to confirm the diag- 
nosis, there was a smaller similar group beside one of the previously mentioned 
disks. There were other scattered papules, each with its corneous plug, some of 
which were dark and others of which were the usual light color. In no situation 
was there the slightest indication of the circinate arrangement which sometimes 
occurs in this disease. As is usual, the lesions did not cause the patient the slightest 
inconvenience. 

















Fig. 1—Photograph showing a number of papules lying near an erythematous 
disk over the right elbow. 











Fig. 2—Photograph showing a disk of lupus erythematosus near the left elbow 
and farther down on the forearm a group of distinct individual papules, each with 
a dark, corneous tip. A little above this is a less distinct group, and there are 
two papules near the erythematous disk. 
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COM MENT 


In lichen scrofulosorum there are two principal types of papules, one 
resembling those of lichen planus, of a yellowish-brown color, and the 
other acuminate. In this case the papules were small and acuminate, 
and the only change of color was in the corneous plug. It is highly 
interesting that all the papules lay in the same region and most of 
them in close proximity to exuberant disks of lupus erythematosus. 
As lichen scrofulosorum is the best established of all the tuberculids, 
the proximity of the papules to the lesions of lupus erythematosus 
indicates strongly that lupus erythematosus is also tuberculous. 

That lichen scrofulosorum constantly reacts toward tuberculin is 
one of the strongest evidences that it is a tuberculid. Its first appearance 
may be after an injection of tuberculin; furthermore, when lichen 
scrofulosorum is present and an injection of tuberculin is given, the 
lichen scrofulosorum may spread. An admonition is timely at this 
point: One must be especially careful in giving tuberculin, as there 
are instances in which, as Frieboes of Rostock warned, the administra- 
tion of even an exceedingly small quantity of tuberculin, “a minimal 
portion of a milligram,” has been followed by a high fever and an 
outbreak of lupus erythematosus over the whole body, leading to death.’ 

Curiously, the reverse is also sometimes true, as lichen scrofulosorum 
may clear up after a dose of tuberculin.? I suppose that in these cases 


the eruption is balanced as on the edge of a knife and the shock of the 
tuberculin, instead of accentuating the eruption, causes it to disappear. 


SUM MARY 
The special interest in this case lies not alone in the association of 
lichen scrofulosorum with lupus erythematosus in the same person but 
in the close approximation of the two kinds of lesions. It may be justly 
inferred that as one of the lesions, lichen scrofulosorum, is undoubtedly 
a tuberculid, the other, lupus erythematosus, is in this instance also a 


tuberculid. 


The photographs were taken by Dr. James D. Viecelli. 

1. Frieboes, Walter: Lehrbuch der Haut- und Geschlechtskrankheiten. In 
Anlehnung an den Atlas der Haut- und Geschlechtskrankheiten, Leipzig, F. C. W. 
Vogel, 1930, p. 369. 

2. Jadassohn, J.: Tr. Internat. Cong. Dermat. & Syph., 1896, p. 425; quoted 
by Ormsby, O. S.: Diseases of the Skin, ed. 3, Philadelphia, Lea & Febiger, 
1927, p. 749. 





THERAPY WITH THE COLD QUARTZ LAMP 
IN DERMATOLOGY 


A PRELIMINARY STUDY OF THERAPEUTIC EFFECT AND DOSAGE 


CARROLL S. WRIGHT, M.D. 


PHILADELPHIA 


There is scarcely any physical agent used by dermatologists that 
has suffered more vicissitudes than the ultraviolet ray lamp, since 
Finsen more than thirty years ago successfully cured a patient with 
tuberculosis of the skin with ultraviolet irradiation. As stated by 
MacKee ': “There is hardly a skin disease or condition for which some 
physician has not failed to claim good results with ultraviolet radia- 
tion.”” On the other hand, he said: “With few exceptions the evalua- 
tion of ultraviolet radiation is based on an uncertain foundation— 
clinical observation, impressions, lack of standard dosage and the use 
of heterogeneows radiation.” 


The majority of dermatologists in this country employ air-cooled 
quartz mercury vapor are lamps for the irradiation of large surfaces 
and water-cooled quartz mercury vapor arc lamps for special purposes. 
The former are chiefly of the type that burn at 1,000 F., with the 


production of heat by long wavelength and high burning temperature. 
According to Hibben and Beckett’: “It requires an average of five 
minutes to build up the operating voltage of 55 in case of air-cooled 
lamps and 75 in case of water-cooled lamps. Under such conditions 
there is obtained an energy distribution with emission between 2,200 
and 4,000 Angstrom units for both air- and water-cooled types.” Most 
of these lamps show a considerable loss of output with age, thus 
becoming less effective and making accurate dosage extremely difficult. 
Lane and Rockwood * expressed the belief that “most physicians in 
prescribing ultraviolet light determine the dosage by looking at a 
patient and estimating whether the skin is light or dark, and asking 
him whether he is easily sunburned or tanned in the summer on 
exposure to the sun.” 


Read at the Fifty-Seventh Annual Meeting of the American Dermatological 
Association, New York, June 8, 1934. 

1. MacKee, G. M.: Ultraviolet Therapy in Dermatology, J. A. M. A. 98: 
1553 (April 30) 1932. 

2. Hibben, J. S., and Beckett, J. S.: Physical and Therapeutic Considerations 
of the Mercury Spectrum, Arch. Phys. Therapy 14:354, 1933. 

3. Lane, C. G., and Rockwood, Ethel M.: Ultraviolet Light: Practical 
Measurement of Dosage, Arch. Dermat. & Syph. 19:459 (March) 1929. 
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Within recent years a new source of ultraviolet rays has been 
introduced in the form of the cold quartz ultraviolet radiation generator 
or lamp. The introduction ef this lamp has increased the facilities 
for more accurate therapeutic use as regards dosage and effectiveness 
and offers new fields for research. 


PHYSICAL AND BIOLOGIC CONSIDERATION OF THE COLD 
QUARTZ GENERATOR 

The total spectrum, as employed in ultraviolet radiation, is sub- 
divided into the far ultraviolet region, which extends from about 1,000 
to 2,000 angstroms, the middle ultraviolet region, from 2,000 to 3,000 
angstroms, and the near ultraviolet region, from 3,000 to 4,000 
angstroms. The middle and near ultraviolet regions are most commonly 
employed in therapy. Coblentz* stated that in the cold quartz lamp 
95 per cent of the total radiation of wavelengths less than and includ- 
ing 313 millimicrons is emitted in the resonance line of mercury at 
2.537 angstroms. According to Bachem,’ the wavelength is approxi- 
mately 254 millimicrons or in the special range of waves which pene- 
trate into living portions of the skin and produce erythema. As the 
rays which produce pigmentation are between 2,900 and 3,300 
angstroms, the shorter rays from the cold quartz generator rarely 
pigment the skin. The short wave ultraviolet rays, while entirely 
different, may be said to be analogous to the long wave roentgen rays 
or Grenz rays, the former approaching more closely to the roentgen 
ray end of the spectrum than any ultraviolet rays previously used, and 
the latter, as stated by Eller and Bucky,® situated between the ultra- 
violet and the roentgen rays. 

Although the bactericidal effect of rays from the various parts of 
the ultraviolet spectrum have not been definitely established, experi- 
ments by Bachem® and his co-worker Dushkin indicate pronounced 
bactericidal effects of rays from 302 millimicrons on toward the 
shorter wavelengths, with a maximum at about 280 and 265 milli- 
microns, and some decline at about 248 millimicrons. Thus the rays 
from a cold quartz generator emitting a wavelength of 254 millimicrons 
should be expected to have a definite germicidal action. 

Tests of constancy were made by Dr. S. S. MacKeown of the 
California Institute of Technology at the suggestion of Dr. Hibben.’ 


4. Coblentz, W. W.: Sources of Radiation and Their Physical Characteristics, 
J. A. M. A. 97:1965 (Dec. 26) 1931. 

5. Bachem, Albert: Physiology of the Mercury Line 254 Millimicron, Arch. 
Phys. Therapy 13:614 (Oct.) 1932. 

6. Eller, J. J., and Bucky, Gustav: The Use of the “Grenz” Rays in Derma- 
tologic Conditions, Arch. Dermat. & Syph. 17:221 (Feb.) 1928. 

7. Hibben, J. S.: Energy Distribution in the Irradiation of the Human Body 
with Ultraviolet Rays from Various Artificial Sources, Arch. Phys. Therapy 
12:645, 1931. 
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The cold quartz grid type lamp was run for fifty hours at a current 
of 50 milliamperes, the current at which such a lamp is operated, and 
the ultraviolet radiation varied only a negligible per cent, with no 
tendency to increase or decrease. It was estimated roughly that a 
minimum life in excess of 9,000 hours of continuous operation at 50 
milliamperes can be expected from the cold quartz grid type lamp, 
with a constancy of output throughout the life of the tube. As a 
matter of fact, a test lamp has run continuously for thirty-six thousand 
hours, with no loss of pressure and no disintegration of the electrodes. 


TABLE 1.—Diagram of the Electromagnetic Spectrum 


Rays Angstroms 
1 x 10-4 
T 


Cosmie 


Gamma 


Roentgen 
36 
1,019 
Ultraviolet 
_ 4,000 
Visible 
8,000 


t 
Infra-red 


Hertzian 


t 
Radio 
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USE OF THE COLD QUARTZ GENERATOR IN DERMATOLOGIC PRACTICE 

The roentgen rays are almost universally recognized as the most 
valuable therapeutic agent in dermatologic practice. However, their 
use is limited, or should be, to that by the trained specialist or tech- 
nician. There is need for a physical agent which can be safely used 
in the treatment of skin diseases by the general practitioner. Further- 
more, it must be recognized that in the treatment of certain 
dermatoses the effect of roentgen rays is often temporary, and that 
there comes a time when the rays can no longer be used with safety, 


owing to the cumulative effects. An effective physical agent which 
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The ultraviolet spectrum of the cold quartz lamp. 
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may be used without fear of cumulative action is desirable, and with 
the introduction of ultraviolet therapy it was hoped that this agent 
had been found. American dermatologists (Fox,* Highman,’ Wise ?° 
and Zeisler *') have concurred in frowning on and in deprecating the 
clinical usefulness of ultraviolet therapy. It has suffered this loss of 
esteem for several reasons: the difficulty in achieving accurate dosage ; 
the inconstancy of radiation with the various types of apparatus on 
the market; the growing tendency of the laity to purchase ultraviolet 
ray lamps, both good and bad, and to attempt uncontrolled therapy 
in the homes, and, last, actual lack of therapeutic benefit in the 
treatment of skin diseases. 

There has always been lacking the factor of accurate dosage such 
as is available in roentgen therapy. The variation in radiation from 
different lamps has made impossible the recommendation of dosage 
between members of the medical profession. An underdose is valueless, 
‘sunstroke 


‘ 


and an overdose is apt to produce undesirable results, just as 
is an overdose of energy in the frequency range which is_ usually 
recognized as beneficial.” Coblentz,’* in 1926, rightly insisted on a 
definite and standard unit of dosage, so that the results of various 
workers might be correlated and put to practical use by the medical 
profession. In proposing such a standard Coblentz suggested the use 
of the Finsen unit as the standard therapeutic dose. The Finsen unit 
is that intensity which is equivalent in erythemogenic effectiveness to 
a radiant intensity of 10 microwatts (100 erg per second) per square 
centimeter of monochromatic radiation of 2,967 angstroms. Thus, in 
the time adopted as desirable for an exposure, an intensity of 2 
Finsen units will produce minimum, perceptible erythema. Compared 
with pure monochromatic radiation of 2,967 angstroms, a cold quartz 
lamp is 50 per cent as effective, and 4 Finsen units are required to 


produce erythema as compared with 2 Finsen units of pure mono- 
chromatic radiation. As a matter of interest, the quartz mercury vapor 
arc lamp of the so-called hot type would require from 6 to 7 Finsen 
units, with from 22 to 44 per cent relative effectiveness, and sunlight, 
9 Finsen units, with 22 per cent relative effectiveness. The constancy 


8. Fox, Howard: Ultraviolet Rays in Dermatology, M. J. & Rec. 130:645, 
1929. 
9. Highman, Walter J.: Radiant Energy as Applied to Skin Lesions, Arch. 
Phys. Therapy 11:123, 1930. 
10. Wise, Fred: Ultraviolet Rays in Skin Diseases, New York M. J. 105:196 
(Feb. 3) 1917. 
11. Zeisler, E. P.: Practical Applications of Ultraviolet Light in Certain Skin 
Diseases, Arch. Phys. Therapy 8:101, 1927. 
12. Coblentz, W. W.; Dorcas, M. J., and Hughes, C. W.: U. S. Bur. Stand., 
Sc. Papers, no. 539, 1926. 
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of radiation of the cold quartz lamps makes possible the working out 
of dosages best suited for various types of dermatosis with the com- 
forting thought that the same dosage will be available from other 
lamps of the same type. The Council on Physical Therapy of the 
American Medical Association has requested that the use of these 
lamps by the layman be prohibited, regarding the use of them as 
dangerous in inexperienced hands, although at the same time the 
Council declared the lamp eligible for listing among its accepted devices. 
As to therapeutic results obtainable in the treatment of dermatologic 
conditions, only a careful analysis of the results of treatment by a 
number of independent observers will lead to a true evaluation of this 
new therapeutic agent. 
CLINICAL EFFECTS 

In this preliminary report one hundred and eighty cases in which 
the cold quartz lamp was used are included. Every patient was treated 
by me and was carefully observed after each treatment. At least an 
equal number of patients had been treated with radiation from the 
cold quartz lamp in my clinic at Temple University Medical School, 
but the group was not under my personal care and I can only give 
my impression of the results or the impressions of my co-workers ; 
hence a report of the second group is not included. It is interesting to 
note, however, that the resulting erythema in a given length of time 
and with a given distance to the same part of the body was virtually 
the same with two different lamps. 

The technic of operation is simple. The lamp used had both the 
demountable grid and the orificial unit which permits direct contact 
to small areas, although I have seldom used the latter. For treating 
the face and scalp it is not necessary to demount the grid, but for 
treatment of the trunk or extremities it is usually simpler, and in fact 
necessary, to demount the grid and hold the applicator in the hand. 
Goggles should be worn by both the operator and the patient, although 
ordinary spectacles supposedly give adequate protection. It is impor- 
tant to block off areas of normal skin, particularly when long exposures 
are being used, and in treating the face the lips should be protected 
by a layer of cold cream or of ointment of zinc oxide; for women a 
heavy layer of lipstick gives adequate protection. The lamp with 
both the grid and the orificial unit require a building-up time of two 
minutes. This study was limited to the local effects on eruptions ; the 
effects of general irradiation of the body were not considered. 

Perhaps the dermatosis most frequently treated by dermatologists 
is acne vulgaris. As MacKee! said: “At least 60 per cent of the 
patients can be cured with conventional dermatologic therapy in from 


a few months to a year, without recourse to physical therapy.” 
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Roentgen-rays have been the chief physical agent used in the treatment 
of acne vulgaris, but even this fails to cure all patients within the 
limits of the safety of roentgen dosage, and once the total amount of 
roentgen radiation has been given without complete cure, it 1s advan- 
tageous to have an agent to which one can turn with the hope of 
completing the cure. 

The cold quartz lamp produces marked erythema within a_ few 
hours after even as small a dose as fifteen seconds at a distance of 
3 inches (7.6 cm.). This is followed in two or three days by marked 
desquamation. 

Fifty-six patients treated by radiation from a cold quartz lamp 
had previously received roentgen radiation in amounts averaging 2% 
skin units from Dr. Schamberg or myself, or had received irradiation 
elsewhere, and the acne was still present. It was necessary to explain 
fully to each patient the result of the treatment, namely, burning, 
erythema and desquamation. It was planned whenever possible to give 
treatments on Friday or Saturday, so that desquamation would take 


TABLE 2.—Results of Treatment of Acne Vulgaris (Ninety-Four Cases) 


Markedly Still 
Clear Improved Active 


Previous roentgen radiation.. - 27 25 4 
Conjoint roentgen radiation. 13 12 3 
No roentgen radiation son ; : ‘ i 6 


place in the middle of the following week and thus not interfere with 


week-end social activities. Patients previously given roentgen radia- 
tion were often much improved after three or four treatments, but at 
least six or eight treatments were usually required to free the patient 
completely from active pustules. In the series of patients treated 
conjointly with the roentgen rays and the cold quartz lamp, radiation 
from the latter was usually given on alternate weeks or, occasionally) 
at the same time the roentgen radiation was given. It will be noted 
that only ten patients were treated by radiation from the cold quartz 
lamp alone. In five of them a minimum of twelve treatments was 
‘equired to clear the skin entirely, and two required from fifteen to six- 
teen treatments. The skin of one patient was clear after two treatments. 
The time is too short to report on the permanency of these cures. 
Sehneman '* obtained similar results in a series of twelve cases of 
acne vulgaris. It is my impression that the usual pitting and scarring 
of pustular acne is reduced as a result of the desquamations and that 


old scars are benefited. 


13. Behneman, H. M. F.: The Use of “Cold Quartz” Light in General Prac- 
tice, Arch. Phys. Therapy 14:72, 1933. 
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A study of table 3 does not indicate particularly encouraging 
results, as the eruptions of only twenty-eight of the eighty-eight 
patients were cleared by radiation from the cold quartz lamp. My own 
knowledge of the patients and of the results lead me to a more 
encouraging view. The cases of acne rosacea were all of long standing, 
and all the patients had had previous roentgen ray, dietary and local 
therapy with little benefit. All have been improved by radiation from 
the cold quartz lamp, though they have not been freed from eruptions. 
In two of three cases of alopecia areata there is a new growth of hair, 
ind the case in which there has been no improvement is one of alopecia 


PasLE 3.—Results of Treatment of Dermatoses Other Than Acne Vulgaris with 
the Cold Quartz Lamp 


Average 
Number Number of 
Treat- Im- Not Im- 
Disease Average Dose ments Clear proved proved 


1 min.; 3 in. 8 
6 min.; 3 in. 10 
8 min.; 3 in. 0 
6 min.; 3 in. ( 

3 min.; 3 in. 6 
5 min.; contact 

1 min.; 5 in. 4 
1 min.; 5 in. (face) 

3 min.; 3in. (scalp) : 

a 3 8 min.:; contact 

3 min.; 3 in. 

3 min.; contact 

1 min.; 3 in. 

1 min.; 3 in. 


\cne rosacea 

\lopecia areata 

\lopecia prematura 
\lopecia: roentgen ray..... 
Burn: thermal 

Carbuncle 

ezema 

Eezema: seborrheic 


“1 — to ® co 6 


oa 


Molluseum contagiosum..... 
Parasitie onychia 2 min.; 3 in. 
Pellagra (dermatitis)......... 1 min.; 
Pityriasis rosea ; 3 1 min.; 
gp ETE re 1 min.; 31 
Pruritus: general 1 min.; 
Sycosis (coccic) lmin.; 31 

1 min.; 3i 

3 min.; 3 ir 
1 min.; 3i 
5min.; 3i 


1 
2 
] 
1 
| 


Varicose ulcer......... 
Verruca plana........ 
Verruca vulgaris... 


oN eee «1 


totalis of several years’ standing. No results were expected in alopecia 
prematura in men, and the two patients in whom the hair has become 
thicker and is returning to normal are women. Two patients who 
received roentgen radiation to the scalp in a Philadelphia clinic for 
the treatment of cutaneous diseases, with resulting partial loss of hair, 
obtained an entire new growth, which of course might have occurred 
without therapy. 

The cases of eczema are of particular interest. Several of the 
fifteen patients in whom the lesions cleared up following irradiation 
with the cold quartz lamp showed marked improvement after one 
treatment. All of the fifteen cases in which the eczema cleared were 
of the dry, squamous and thickened type. Vesicular eczema did not 
respond in a single instance. The patient with parasitic onychia 
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received a few roentgen ray treatments previous to irradiation with the 
cold quartz lamp, and it is possible that the roentgen radiation started 
the improvement. I regret that I cannot report on a larger number 
of cases of psoriasis. It is planned to study the effects of this derma- 
tosis of radiation from the cold quartz lamp alone and also of the 
Goeckerman method of applying tar previous to irradiation. In no 
patient did patches entirely disappear as a result of irradiation with 
the cold quartz lamp alone, but this may have been due to insufficient 
dosage. Two patients with pityriasis rosea were much improved 
symptomatically and clinically after the first and second exposure, but 
in a third patient the itching was intensified. These cases are not 
included in the “‘clear’’ list, as the cure occurred spontaneously. Four 
patients with demonstrable fungous infections on the trunk or feet 
received treatment and showed some improvement, but the lesions did 
not clear up until fungicides were used. The cases of verruca plana 
and verruca vulgaris were of considerable interest to me. Following 
three desquamative doses of radiation from the cold quartz lamp, 
multiple lesions on the face of two girls disappeared without scarring. 
In a third girl the lesions persisted. In two men, multiple filiform 
warts of the beard were completely cured in three treatments, each 
treatment of two minutes at 3 inches, while in another man the con- 
dition failed to respond. One patient with eight verrucae of the 
vulgaris type on the hands was free from the lesions after four 
treatments of from four to six minutes each at a distance of 3 inches, 
but in two other patients there was no effect either from the grid or 
from contact radiation. In one patient, more than fifty lesions of 
molluscum contagiosum were cleared up by two desquamative doses. 

It will be noted that no patients with impetigo were treated. Having 
seen impetigo spread into areas inflamed by irradiation from the 
air-cooled quartz mercury vapor arc lamp, I have thus far hesitated to 
use radiation from the cold quartz lamp in the treatment. of this 
disease. 

I have made little use of the orificial unit. The condition of one 
patient, with lichen planus of the tongue, was improved more than 
50 per cent by applications of one minute, without other therapy, but 
no further response was elicited. No benefit resulted in one patient 
with carbunculosis treated by radiation from the orificial unit. 


OBSERVATIONS 


So far I have observed no serious untoward effect following the 


use of the cold quartz lamp in local therapy of diseases of the skin. 
Herpes labialis developed in three patients whose lips were insuffi- 
ciently protected. Many patients objected to the burning sensation 
that they experienced several hours after exposure to the lamp and 
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also to the desquamative process which persisted for about three days. 
The burning sensation can be greatly relieved by the application of cold 
cream to the treated area for a few hours after exposure. I have 
noted virtually no pigmentation of the skin. 

Only by the study of a new therapeutic agent over an extended 
period and by different observers is it accurately evaluated. Sometimes 
only after years of observation can one come to a conclusion as to 
the permanency of the effects or the possible late sequelae. It is 
probable that a physical agent such as the cold quartz lamp will be 
widely employed by the medical profession, and it remains for the 
dermatologist to evaluate the agent in the treatment of skin diseases. 
| feel that some of my failure to achieve the desired results may be 
due to a lack of understanding of the best dosage and that considerable 
experimentation with dosage is still necessary. 


CONCLUSIONS AND SUMMARY 


With the cold quartz lamp 95 per cent of the total radiation of 
wavelengths less than and including 313 millimicrons is emitted in the 
resonance line of mercury at 2,537 angstroms. 

The short wave rays produce erythema and resulting desquama- 
tion but do not appreciably pigment the skin. 

The cold quartz generator has a short building-up time and an 
almost constant output, not varying with different generators of the 
same type or with the age of the generator. 

The constancy of output makes possible an accurate estimation of 
dosage and brings the medical profession closer to securing a standard 
unit of dosage of ultraviolet irradiation. 

\ number of diseases of the skin respond favorably to radiation 
from the cold quartz lamp, although it should not be used in those 
diseases which are unfavorably affected by sunlight. 

In persistent cases of acne vulgaris irradiation with the cold quartz 
lamp often frees the patient from lesions and lessens the degree of 
scarring. 


No more undesirable effects have been noted than erythema, 


desquamation and the occasional development of herpes labialis. 


ABSTRACT OF DISCUSSION 

Dr. Cuartes M. Witttams, New York: There are two points that I wish 
to mention. First, with regard to psoriasis, was the treatment applied to the 
individual lesions or to the entire body? Both methods are used in psoriasis, 
and my impression is that the generalized treatment is more effective. 

Second, with regard to warts, Dr. Wright knows that results in two cases do 
not prove anything. I once treated four consecutive patients with mercury and 
had four cures, but in the treatment of the next eight I had no cures. 
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Dr. Howarp Fox, New York: I have had no experience with the cold quartz 
lamp, although it has been used by Dr. Combes for some time in the clinic with 
which I am associated. Dr. Combes came to the conclusion that the therapeutic 
results of irradiation from the cold quartz lamp are not superior to those from the 
mercury vapor arc lamp, but that they are apparently as good and that the cold 
quartz lamp has some advantages so far as the handling of the instrument is con- 
cerned. Its action is quicker and it is easier to manipulate, it does not deteriorate 
with time and there is a greater output of ultraviolet rays. One disadvantage is 
the high price of the lamp. The fact that it does not tan the skin is both an 
advantage and a disadvantage. Some persons do not wish to have the skin tanned, 
though I think that tanning is necessary in the treatment of psoriasis. Persons with 
psoriasis who do well at the seashore are those who become thoroughly tanned. 


Dr. GeorGe Mitter MacKer, New York: Those who are especially interested 
in physical therapy are glad to obtain carefully worked up statistics of this kind. 
In general I agree with all that Dr. Wright has said. My associates and I have 
been using the cold quartz lamp for several years, but I regret to say that I am 
not ready to give a definite opinion relative to the value of this lamp as compared 
with other ultraviolet ray generators and with heliotherapy. However, I have 
impressions, which I shall now present. 

The method has certain technical advantages. Because of the absence of heat 
the lamp can be placed close to the body. This, with the marked intensity of 
radiation, permits rapid treatment, even when radiation is applied to the entire body. 
As tanning is comparatively mild it is not necessary to increase the dose constantly 
to such a degree as is necessary with other generators. Subjective symptoms 
accompanying an erythema dose, such as burning, stinging, itching and constitu- 
tional reactions, are less severe with radiation from the cold quartz lamp than 
with that from other generators. Also, large doses may be given without blister- 
ing. Exfoliation is marked and may be obtained even without antecedent erythema. 

So far as I can recall, we have accomplished no cure with the rays of short 
wavelength that could not have been obtained with those of longer wavelength. 
At the clinic we have been obtaining more and better results in the treatment of 
various inflammatory dermatoses that are amenable to ultraviolet radiation than 
we obtained previously with other ultraviolet ray generators; but my impression 
is that this is due entirely to technical advantages and not to a particular virtue 
of the shorter wavelengths. The technician can treat many more patients, and 
can treat them properly, in a given time with the cold quartz lamp than with other 
generators. Therefore, with this method, the patients are not neglected, they are 
not inadequately treated and they receive treatments regularly and quickly. I 
believe that these are the reasons for the better results in our clinic. 

I must have more time to make a comparative evaluation. If asked for an 
opinion at present, I should say that in spite of the favorable statements just made 
I am still in accord with the opinion held by most experts in the field, namely, 
assuming the technic to be perfect, that better results can be obtained with helio- 
therapy or with artificially produced ultraviolet radiation having a spectrum 
approximating that of the sun at low altitude than with radiation of shorter 
wavelengths. This is especially true for cutaneous tuberculosis, but probably also 
for inflammatory dermatoses such as acne vulgaris, psoriasis and the pyodermias. 
The reason may be that the longer wavelengths are more penetrating, stimulate 
the production of pigment and are absorbed to a larger degree. 


Dr. Jonn H. Strokes, Philadelphia: This is certainly an excellent paper, 
most of the points of which can be confirmed by those who have used the cold 
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quartz type of ultraviolet generator. The “peeling” effect of radiation from these 
lamps is particularly useful in a number of superficial conditions. On the other 
hand, when general irradiation of the body for a systemic effect is used I find the 
cold quartz lamp more difficult to handle, for the recommended technic of 
irradiation by passing the bowl of the lamp along the length of the torso requires 
the full time of a technician throughout the period of the exposure. 

The particular point I wish to mention is the usefulness of the longer rather 
than of the shorter rays of the visible spectrum. I have the same impression that 
Dr. MacKee has, that many excellent results are produced by the longer rays. 
One of the effective and inexpensive means of securing such radiation is through 
the S-1 mercury vapor arc between tungsten electrodes, the bulbs for which are 
manufactured by the General Electric and Westinghouse Companies. The entire 
set-up, in a rather flimsy and unsatisfactory stand, but one none the less usable, 
costs comparatively little (I believe about $55), and the bulbs, replaceable at $7 
or $8 each, now have a life approximating four hundred or more hours. A battery 
of three such lamps will give a patient an excellent sun bath in ten minutes, and 
an erythema dose for an extremity can be obtained in approximately ten minutes 
at a distance of from 7 to 10 inches (18 to 25 cm.). The glass bulb automatically 
cuts off the radiation at 2,800 angstroms. For the treatment of superficial pyogenic 
processes and of the dyshidrotic dermatophytic eruptions of the back of the hand 
and for the general irradiation of patients with extensive neurodermatitis and the 
late eczematid or prurigo of Besnier these lamps sometimes give phenomenal 
results. In the use of the ordinary ultraviolet mercury vapor generator in a quartz 
tube, I should certainly not be willing to give up my older lamps, even though 
their output of rays of short wavelength is considerably reduced, because of the 
good effects of the longer waves which they continue to give off. As a substitute 
for roentgen irradiation for patients who have reached the limit of tolerance, the 


S-1 lamp is sometimes extremely helpful, as I have proved on many a doctor’s 
. 
hand. 


Dr. C. Guy Lane, Boston: I agree with Dr. Wright in general. Dr. Green- 
wood and I have had in our office for a year and a half a cold quartz lamp of the 
type described and have found its use a great convenience. The lamp with the ~ 
orificial unit is much more adaptable to irradiation of the intergluteal regions, 
axillae and groins, but so far as the effect of the cold quartz lamp compared with 
the quartz mercury vapor arc lamp is concerned, little has been gained. 

One thing that has impressed us is the lack of vesiculation that has been pro- 
duced by relatively large doses and, in contrast to what Dr. Wright said, the long 
persistence of pigmentation. It is possible that we had a series of persons whose 
skin pigmented readily, but we were impressed by the long period during which 
the pigmentation persisted after doses in the upper range. 


Dr. HAMILTON MontGomMery, Rochester, Minn.: My associates and I in the 
Mayo Clinic have had no experience with the cold quartz lamp, but we feel that 
patients on Dr. Goeckerman’s regimen for treatment of psoriasis in whom pigmen- 
tation develops from the ultraviolet irradiation respond more quickly than do those 
who show little pigmentation. Patients with mild cases who are subjected to 
treatment with crude coal tar and ultraviolet irradiation because of associated 
psoriatic arthritis usually receive radiation to the back and chest as well as to the 
individual lesions because we feel that there is systemic benefit to be derived from 
the use of the combined treatment. We can always anticipate the need of a 
new burner, because patients with psoriasis fail to respond as quickly to the 
regimen. 
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Dr. Carrott S. Wricut, Philadelphia: The members may have noticed in the 
charts, and I called attention to the fact, that I had a very small series of patients 
with psoriasis. Dr. Schamberg and I see a good many patients with psoriasis, 
because Dr. Schamberg is interested in this disease. One reason that I had such 
a small series was because I had little beneficial result, but I used only the local 
treatment of patches. I did not continue the treatment of patients with psoriasis 
for I was particularly interested in acne. I think that better results in psoriasis 
might be obtained by the method suggested by Dr. Goeckerman, and perhaps the 
long wavelength is better for this condition. 

As for the treatment of warts, I did not claim that my patients were cured. I 
merely said that the warts disappeared. 

In pityriasis rosea there was no marked improvement in the symptoms follow- 
ing irradiation. 

My chief reason for bringing up the subject was that there is so little in the 
literature concerning irradiation with the cold quartz lamp. I have not begun to 
have the experience that Dr. MacKee has had, but I thought it well to report my 
observations for I get letters every week from general practitioners asking my 
opinion of the results of radiation from the cold quartz lamp, because they can 
find very little concerning it in the literature. That was my chief reason for 
reading the paper at this time. I feel that this is the first lamp devised with which 
one can work out a definite dosage as one does with roentgen radiation, and which 
does not tend to decrease in effectiveness with age. 





News and Comment 


EVALUATION OF SERODIAGNOSTIC TESTS FOR 
SYPHILIS IN THE UNITED STATES 


At the request of the American Society of Clinical Pathologists, the United 
States Public Health Service is extending assistance in a study for the evaluation 
of the various modifications of the tests for the serum diagnosis of syphilis in use 
in this country. Serologists of the United States who have described an original 
serologic test or a modification of such a test have been invited to take part. A 
committee consisting of two clinical pathologists, two syphilologists and two officers 
of the Public Health Service is in charge of the arrangements. 

Unlike the serologic conferences which have been conducted under the auspices 
of the League of Nations, this project will not bring the serologists together to 
perform their tests at a central laboratory. The committee has arranged to send 
about 1,000 comparable samples of blood and 200 similar specimens of spinal fluid 
to the participants over a period of approximately ninety days. The serologists 
will perform their tests in their own laboratories and will report their findings 
to the committee. 

Specimens of blood to be tested will be taken from the following groups : 

(a) Persons with untreated early primary syphilis in the first four weeks 
of the disease. 

(b) Persons with untreated secondary syphilis with cutaneous eruptions. 

(c) Persons with late syphilis who have received varying amounts of treat- 
ment. 

(d) Normal, presumably nonsyphilitic persons. 

(e) Normal, presumably nonsyphilitic women, both during menstruation and 
in the interim between the monthly periods. 

(f) Patients with leprosy. 

(a) Patients with tuberculosis. 

(h) Patients with malignant disease. 

(1) Patients with acute febrile disease, particularly an exanthem. 

(j) Patients with malaria. 

(k) Patients with jaundice. 

(1) A group of pregnant women. 

Specimens of spinal fluid will be taken from: 

(a) Nonsyphilitic patients in hospitals for nervous and mental diseases. 

(b) Patients with neurosyphilis in similar institutions. 

The collection and distribution of the specimens will be guarded with the utmost 
care. Every effort will be made to give the participants comparable samples of 
blood and spinal fluid. Mailing arrangements will be suck that all laboratories 
will receive specimens at approximately the same time. To insure uniform report- 
ing by the serologists, a form will be supplied on which all reports must be made. 

The value of the various methods is to be judged by the specificity and the 
sensitivity of the results. Factors such as ease and rapidity of performance, 
adaptability and cost are of interest, but the comparative value of the tests will 
be judged mainly on the basis of specificity and sensitivity. 
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CONSOLIDATION OF STUYVESANT SQUARE HOSPITAL 
AND NEW YORK POST-GRADUATE HOSPITAL 


Under an agreement effected last September the Stuyvesant Square Hospital 
(formerly the New York Skin and Cancer Hospital) and the New York Post- 
Graduate Hospital, both of which were founded in 1882, have been consolidated 
to become the skin and cancer unit of the New York Post-Graduate Medical 
School and Hospital of Columbia University. This brings together two of the 
largest and best equipped services in skin diseases and cancer. The combined 
clinics for diseases of the skin opened January 21. Dr. George Miller MacKee 


is the director of the clinics for diseases of the skin, and associated with him is 
Dr. Carl Eggers, who continues as the head of the surgical department in cancer. 
The four chiefs of clinics in the dermatologic service are Dr. Charles Mallory 
Williams, formerly president of the medical board of the Stuyvesant Square Hos- 
pital; Dr. Isadore Rosen; Dr. J. Frank Fraser, and Dr. Fred Wise. 





Abstracts from Current Literature 


Epitep BY Dr. HERBERT RATTNER 


SPIROCHETAL FINDINGS IN THE BRAINS OF PArRETICS TREATED WITH MALARIA. 
NicHoL_as Kopre.orr and NATHAN BLACKMAN, Am. J. Psychiat. 13:19 (July) 
1933. 

The brains of thirty-nine patients with dementia paralytica who had been treated 
with malaria and of ten who had not been so treated were examined exhaustively 
for spirochetes by the Jahnel technic. Spirochetes were found in eight of ten 
subjects not receiving malaria and in only six of the thirty-nine treated with 
malaria. Of the six in the latter group, three, who had died within a month of 
inoculation, showed degenerate forms only. The organisms found in the group 
not receiving malaria were more abundant than those in the group treated with 
malaria, while degenerate forms were seldom seen in persons who had been treated 
with drugs only. These observations lead Kopeloff and Blackman to conclude that 
artificially induced malaria of sufficient intensity destroys the organisms or, failing 
to destroy them, alters the morphology of the spirochete sufficiently to produce 
degenerate forms. }),yipson, Newark, N. J. [Arcu. Nevrot. & Psycutat.] 


\ SrwpLte Metnop or DetEecTING SYPHILIS IN Routine DENTAL PRACTICE. 
C. R. Rern and M. H. FetpmMan, Am. J. Syph. & Neurol. 18:440 (Oct.) 1934. 


The method consists in collecting blood in small glass pipets from the bleeding 
sockets following the extraction of teeth. The Kline test, which can be performed 
accurately with small quantities of blood, is then made. The method is a timely 
contribution. 


JuveNILE Paretic NeurosypHitis Stupres. W. C. MENNINGER, Am. J. Syph. 

& Neurol. 18:486 (Oct.) 1934. 

From 43 personally observed cases of juvenile dementia paralytica and 610 cases 
collected from the literature, Menninger lists the following points regarding the 
incidence, sex distribution and age at onset: Cases of juvenile dementia paralytica 
represent less than 2 per cent of all the cases of dementia paralytica. Conserva- 
tively less than 10 per cent of the cases of congenital syphilis develop into late 
neurosyphilis and probably less than 1 per cent of all the cases of congenital syphilis 
develop into dementia paralytica. It appears that the percentage of cases of con- 
genital syphilis which develop into dementia paralytica is smaller than the per- 
centage of cases of acquired syphilis which develop into that type of neurosyphilis. 
The ratio of males to females with the malady is 1.36:1. The average age of 
onset in 273 males was found to be 13 years, and in 213 females, 12.9 years. The 
onset occurred before the sixth year in 9.4 per cent of the cases. The onset 
occurred after the twentieth year in 3.6 per cent of the cases. There was an 
average interval of 3.5 years in males and of 3.2 years in females between the 
time of onset and the time of examination. 


Forcep SPINAL DRAINAGE IN THE TREATMENT OF A CASE OF GASTRIC CRISIS. 
R. M. Fettows, Am. J. Syph. & Neurol. 18:505 (Oct.) 1934. 


Fellows discusses the history, rationale and technic of forced spinal drainage. 
The technic consists of prolonged simultaneous intravenous injection of hypotonic 
saline solution and drainage of the cerebrospinal fluid. The production of new 
cerebrospinal fluid is stimulated by the lowering of the osmotic pressure of the 
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blood by the administration of large volumes of water by mouth or by the intra- 
venous injection of hypotonic saline solution. 

The procedure was used in one case of the tabetic form of dementia paralytica 
complicated by gastric crisis, with complete alleviation of the gastric crisis with 
no recurrence up to the time of writing. However, it must be borne in mind 
that the patient received tryparsamide and bismuth in conjunction with the forced 
spinal drainage and later malarial therapy. Reuter, Milwaukee. 


A Review oF MoperN TREATMENT OF Burns. J. Peyton Barnes, Arch. Surg. 
27:527 (Sept.) 1933. 


The author discusses the treatment of burns based on a review of the cases 
of two hundred and five patients treated during the last thirteen years. The routine 
procedure in the initial treatment of burns as advocated by him is worthy of a 
detailed account. A 10 per cent solution of tannic acid is kept on hand at all times. 
Morphine is given to all patients with burns. The skin around the burned area is 
cleaned with ether, and if grease has been applied as first aid to the burn this is 
gently washed off with ether; the loose skin is trimmed off, and the area is covered 
with sterile sheets. The patient is placed in bed on sterile sheets; the cradle and 
lights are put in place, and spraying with tannic acid is begun. A hypodermoclysis 
of 1,000 cc. of saline solution is given promptly and is repeated every eight hours. 
The burned area is sprayed every fifteen minutes for the first twelve hours, then 
once an hour for twelve hours, after which no spraying is done. The temperature 
under the cradle is kept at from 98 to 100 F. Water is given freely by mouth. 
Daily estimations of the hemoglobin are made in every case. The rise of hemoglobin 
is the most accurate ready clinical method of estimating the concentration of the 
blood. Hemoglobin of 125 per cent indicates a precariously high concentration 
of blood, and hemoglobin of 140 per cent and over indicates a blood so concentrated 
that fatal collapse is imminent. In extensive burns there are two stages in which 
transfusion of blood is beneficial. In primary shock the transfusion is given usually 
within from ten to twenty hours after the burn. In secondary toxic shock trans- 
fusion should be given after the first two or three days if the toxemia is increasing. 
In severe cases transfusion should be given at the first untoward sign; exsanguina- 
tion transfusion is probably the ideal procedure. 


Karser, Rochester, N. Y. [Am. J. Dis. Cuuvp.] 


MULTIPLE SUBCUTANEOUS NEOPLASTIC TUMORS IN AN INFANT OF Four MONTHS. 
L. Morguro, Arch. de méd. d. enf. 37:29 (Jan.) 1934. 


A case difficult to interpret is presented from the pediatric service of the Uni- 
versity of Montevideo. An infant aged 4 months was admitted from a country 
district; it was the first child of healthy parents with no history of consanguinity 
or miscarriage; it had been born at full term and was breast fed. Fifteen days 
after birth the mother noted the appearance of small indurated nodules scattered 
over the limbs and trunk; several of these later became soft and finally suppurated. 
Examination on the fortieth day of life revealed a strong, vigorous infant with a 
small subcutaneous abscess and multiple indurated nodes of unknown etiology. 
Tumors continued to appear, especially about the head. At the age of 4 months 
these became hemorrhagic; they varied in size from that of a grain of corn to 
that of a hickory-nut and were scattered over the entire body; they were adherent 
to the skin and resembled fibrous tissue in consistency. 

In addition to this eruption, the fontanel was unusually large, and craniotabes 
was found. Both the liver and the spleen were moderately enlarged. The Wasser- 
mann reaction of the blood of both the mother and the child was negative, as was 
also the cutireaction for tuberculosis in the patient. The blood picture showed 
nothing abnormal, and roentgenograms were essentially normal. Biopsy was per- 
formed on a nodule removed from the leg, and the existence of a cellular infiltra- 
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tion characteristic of neoplastic tissue was demonstrated. Some days later, after 
the baby had returned home, a generalized eruption suddenly developed, with 
elevation of temperature and prostration. The patient died on the third day of the 
invasion, the diagnosis being scarlet fever (with a question mark). There was no 
autopsy. The author speculates on the differentiation of reticulo-endotheliosis, 
diffuse sarcomatosis and the even rarer sympathicoblastomas. 


AmessE, Denver. [Am. J. Dis. CuHILp.] 


ERYTHEMA NopOSUM AND PHLYCTENULAR CONJUNCTIVITIS. NosEcourt and 
Ducas, Presse méd. 42:1241 (Aug. 4) 1934. 


The finding of erythema nodosum and phlyctenular conjunctivitis in the same 
subject is rare. As both lesions usually have a tuberculous origin the report 
becomes of greater interest. 

An 11 year old girl was seized with fever, headache, fatigue and anorexia. 
In four days an eruption characterized by violet and red nodules appeared on the 
lower extremities and was confined there throughout the attack. The nodules 
were from 2 to 3 cm. in diameter and appeared in groups of seven or eight. 
They were slightly mobile, presented a prominent center and an indecisive periphery 
and appeared set in the surface of the skin. Certain of the lesions were new, 
appearing as ecchymotic spots; others were old and seemed about to disappear. 
Physical examination and the roentgenogram of the lungs showed definite evidence 
of pathologic changes at the hilus. The father had died of tuberculosis. One 
month after the child entered the hospital, a lesion appeared on the conjunctiva 
of the left inferior lid. The ophthalmologic consultant, not knowing of the patient's 
general condition, pronounced the palpebral condition phiyctenular conjunctivitis. 
A tuberculin test was positive. Guinea-pigs inoculated with the patient’s blood 
showed tubercle bacilli in the inguinal glands at autopsy. The authors are inclined 
to agree with the statement of Fornara that such lesions become apparent when 
the patient is in a hyperallergic state. A chart reproduction of a roentgenogram 


and a bibliography are given. L. L. Mayer, Chicago. [Arcn. Opntn.] 


GRANULOSIS RuBRA NASI AND HEREDITARY Sypuitis. M. Pavia, Riv. di clin. 
pediat. 32:308 (March) 1934. 


Pavia reports a case of granulosis rubra nasi in a boy, aged 8 years. Although 
this disease of the skin and vasomotor system is usually associated with tuber- 
culosis, in this child cutaneous tests and physical examination gave negative results 
for that disease. Hereditary syphilis is probably an etiologic factor in this child’s 


condition. Hicerns, Boston. [Am. J. Dis. Curp.] 


PATHOLOGIC CHANGES IN THE BLoop VESSEL DISEASES OF THE SKIN: I. CHANGES 
IN THE TISSUES IN HEMORRHAGIC GONORRHEAL EXANTHEM WITH PaAr- 
TICULAR REFERENCE TO THE CHANGES IN THE BLoop VESSELS. ALBERT 
WIEDMANN, Dermat. Wchnschr. 98:541 (May 5) 1934. 


Relatively little has been written in regard to the pathologic changes in gonor- 
rheal exanthem. A 32 year old man acquired gonorrhea, and five weeks later 
there developed an acute arthritis of most of the joints with septic fever and a 
hemorrhagic, bullous eruption. Gonococci were recovered from the urethra and 
blood stream. One of the cutaneous lesions was excised, and the histologic exam- 
ination showed a perivascular infiltration of lymphocytes and leukocytes along 
with changes in the blood vessels. The most prominent of these changes were an 
exfoliation of the endothelium (Dekollation), thrombosis and necrosis of the vessel 
walls, the last-mentioned change leading to a flowing out of blood, which caused 
the hemorrhagic character of the lesions. 
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Unna’s CELLS IN THE Lesions oF CoNDYLOMA ACUMINATUM. K. RejrTo and 
T. Wtassics, Dermat. Wchnschr. 98:554 (May 5) 1934. 


Histologic sections of twenty untreated condylomas were stained by Unna’s 
water blue-orcein-eosin-safranin stain and by Van Gieson’s iron hematoxylin and 
eosin to demonstrate the x cells of Unna. A careful study led the authors to the 
conclusion that these cells are the product of incomplete keratinization occurring in 
the deeper layers of the epidermis. 


Use or LYMPHOGRANULOMA INGUINALE ANTIGEN AS RECEPTOR IN THE WASSER- 
MANN COMPLEMENT-BINDING Reaction. W. E. Coutts, F. LANDA PErroni 
and J. Martini, Dermat. Wchnschr. 98:558 (May 5) 1934. 


The authors have developed a specific serum test for lymphogranuloma 
inguinale. They obtained thirteen positive reactions in fifteen patients known to 
have lymphogranuloma inguinale. The results are sufficiently suggestive to merit 
further investigation. 


CuTANEOouS Tests BY MEANS OF WHEALS MADE wiTH A Dye: II. EXPERIMENTAL 
Portion. RomMAN von LeszcyNsk1, Dermat. Wchnschr. 98:585 (May 12) 
1934. 


As has been previously reported, the intracutaneous injection of a small amount 
of trypan blue 0.02 per cent caused a colored wheal which was absorbed gradually, 
forming a characteristic ring in twenty-four hours. There is considerable variation 
in the rate of absorption among normal subjects and if different localities in the 
same subject. In order to test the effect of various substances on this phenomenon, 
they were added to the solution of trypan blue in weak dilution. Wheals were 
made in the same area with trypan blue and with the dye plus the substance to be 
tested, and the resorption was compared twenty-four hours later. Sodium chloride, 
dextrose, urea, bilirubin, epinephrine and acetylcholine decreased the absorption, 
while histamine, lecithin, cysteine, oxalic acid and peptone increased it. Tryptophan 
and morphine made no appreciable difference in the rate of absorption. 


GENERALIZED ErysipeLorip: Report or A Case LAstiInG TWENTY-NINE MONTHS; 
Resutts or Necropsy. JosepH V. Ktauper, Dermat. Wchnschr. 98:613 
(May 19) 1934. 

In a 55 year old physician a typical severe erysipeloid developed on the hand. 

In spite of treatment the condition persisted and spread over the entire body. 
The genital region was the only portion never affected. During the course of the 
disease swine erysipelas bacilli were recovered in cultures of pieces of the skin 
on two occasions. Immune serum given intramuscularly and around individual 
lesions and three blood transfusions did not affect the course. Death occurred 
from a self-inflicted gunshot wound. The necropsy showed a primary adeno- 
carcinoma of the liver, cloudy swelling of the kidneys, pigment in the lymph nodes, 
chronic lymphadenitis with proliferation of the reticular cells, congestion of the 
splenic pulp and chronic inflammation of the spleen. 


Microscopic APPEARANCE OF DrieD TUBERCULIN AND Its’ DILUTIONS. 
H. Hruszex, Dermat. Wchnschr. 98:641 (May 26) 1934. 


Hruszek describes the crystalline formation of human and of bovine tuberculin 
when dried. He points out that there are definite differences between the two 
types of tuberculin in the form and shape of the crystals. This is true of the 
diluted as well as of the concentrated form. 


LEUKODERMA ACQUISITUM CENTRIFUGUM (SuTTON). WILHELM RICHTER, Dermat. 
Wehnschr. 98:669 (June 2) 1934. 


A typical case of leukoderma acquisitum centrifugum is reported. Histologic 
examination showed the neviform character of the center of one of the lesions. 
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VARIATIONS IN VIRULENCE AND INFECTIOUSNESS OF DIFFERENT STRAINS OF 
Herres Virus. H. Hruszex, Dermat. Wchnschr. 98:672 (June 2) 1934. 


Experimental investigations show that animals, particularly rabbits, are not 
suited for use in making determinations of the infectiousness or virulence of the 
herpes virus. These qualities can be much better determined by inoculations in 
man. The infectiousness and virulence of the herpes virus are not changed by 
repeated passage from one human being to another. 


TREATMENT OF DuuHrinc’s DERMATITIS HERPETIFORMIS WITH Soprum THIO- 
SULPHATE. EricH STEINER, Dermat. Wchnschr. 98:682 (June 2) 1934. 


Steiner treated four patients with dermatitis herpetiformis successfully with 
sodium thiosulphate. The drug was given intravenously three times a week in 
doses of 1 Gm., and the patient was given 0.5 Gm. of the same salt three times 
a day by mouth. Ten intravenous injections with the associated oral medication 
made up the entire course of treatment. 


A Case or INDUSTRIAL MELANODERMA IN A TELEPHONE Operator. N., A. 
ScHESTAKOWA, Dermat. Wchnschr. 98:683 (June 2) 1934. 


An eruption consisting of blue-violet macules appeared on the cheeks and 
forehead of a telephone operator about one and a half months after a severe 
electrical shock. In the course ef two months the condition had practically 
cleared up. 


SKELETAL MALFORMATIONS IN A PATIENT WITH RECKLINGHAUSEN’S DISEASE. 
Joser GuszMAN, Dermat. Wchnschr. 98:713 (June 9) 1934. 


A well developed case of Recklinghausen’s disease is described. The patient 
presented extensive dermatolysis-like hypertrophy of the right side of the face, 
associated with marked bony changes in this region. 


Boecx’s Sarcoi: A CASE OF A DIFFUSE, INFILTRATING Form. L. N. Mascu- 
KILLEISSON and A. K. JaAkusson, Dermat. Wchnschr. 98:718 (June 9) 1934. 
A 17 year old girl had an extensive papular, scaly eruption, which was most 
marked over the sacral area and the forehead, with scattered lesions on the trunk. 
Some of the lesions suggested lupus vulgaris, while others resembled the lesions 
of lichen planus. Syphilis was excluded by a therapeutic test and the diagnosis 
of sarcoid verified by biopsy. 


A Novet SKIN MANIFESTATION (RupIA) IN THE CouRSE OF CHRONIC LEUKEMIC 
LyMPHADENOSIS. G. Bertacctn1, Dermat. Wchnschr. 98:741 (June 16) 1934. 


In the course of typical chronic lymphatic leukemia, crusted cutaneous lesions 
developed on the limbs. These varied in size from that of a penny to that of a 
silver dollar and were brown. They presented the oyster-shell appearance of 
syphilitic rupia. In some instances removal of the crust revealed a small ulcerated 
area, while in others there was no ulceration. Histologic examination showed 
that the lesions were made up of a lymphocytic infiltration for the most part. 
Observations at autopsy verified the diagnosis of leukemia of the lymphatic type. 


A Case or Keratosis GonorruorrcA. K. Nerers, Dermat. Wchnschr. 98:751 
(June 16) 1934. 


A typical case of keratosis blennorrhagica is described. Gonococci were not 
found under the hyperkeratotic lesions either in smears or by means of cultures. 
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Tue COMPLEMENT-FIXATION REACTION WITH CHOLESTEROLIZED Brain Extract. 
ALwiIn Hitpesranpt, Dermat. Wchnschr. 98:769 (June 23) 1934. 


The author reports the results of a series of tests on the serum and spinal 
fluid of persons with various stages of syphilis, using cholesterolinized extract 
of human brain as an antigen. These tests were checked against variations of 
the standard Wassermann technic. The cholesterolized brain extract was much less 
sensitive than the other antigens. 


EPICUTANEOUS SENSITIVITY IN TUBERCULOSIS OF THE SKIN. Kart Srpos, Dermat. 
Wehnschr. 98:776 (June 23) 1934. 


Patch tests were made with 10 per cent old tuberculin in physiclogic solution 
of sodium chloride on forty-two patients with tuberculosis of the skin, nine with 
lupus erythematosus, seven with pulmonary tuberculosis and sixteen healthy 
persons. Of the forty-two patients with tuberculosis of the skin, thirty-three 
showed a more or less marked positive reaction. One patient with pulmonary 
tuberculosis and six of the patients with lupus erythematosus reacted. None of 
the healthy subjects showed a positive cutaneous reaction. Sipos believes that 
the test is of considerable value but that it must be interpreted with caution. 


So-CALLED SPIROCHAETOSIS ARTHRITICA (REITER). W. BaLsan, Dermat. Ztschr. 
68:305 (March) 1934. 


A case is described which belongs clinically to the symptom complex described 
by Reiter under the name spirochaetosis arthritica. The patient, a 42 year old 
man, had had gastro-intestinal symptoms for a number of years. Acute non- 
specific urethritis, conjunctivitis and polyarthritis developed, accompanied by 
septic fever, headache, loss of appetite and a marked loss in weight. Under 
symptomatic treatment the patient’s condition improved in three weeks. Spiro- 
chetes were not found in the secretions or in the blood. Streptococci, probably of 
the enterococcus group, were recovered from the blood. 


TECHNICAL AND CLINICAL OBSERVATIONS ON INOCULATION Herpes. H. Hruszexk, 
Dermat. Ztschr. 68:325 (March) 1934. 


The author describes his technic for transmitting the virus of herpes from 
man to man. He has found that inoculation by means of scarification or of 
scraping produces typical lesions; percutaneous inoculation produces herpes 
folliculitis; but intra-epidermal, intradermal and subcutaneous inoculations do 
not produce lesions. 


GEOGRAPHIC DISTRIBUTION OF DISEASES OF THE SKIN: II. THe DERMATOMYCOSES 
IN THE RuIne Province. A. vON MALLINCKRODT-Havupt, Dermat. Ztschr. 
69:1 (April) 1934. 


The author gives a statistical survey of the various types of tinea found in the 
Rhine Province, and concludes that 50 per cent of the mycoses in that district are 
of animal origin. 


PsorRIASIS VULGARIS FOLLOWING IMPETIGO CONTAGIOSA AND IMPETIGO SIMPLEX. 
A. Fesster, Dermat. Ztschr. 69:24 (April) 1934. 


A child had impetigo contagiosa of the trunk and impetigo simplex of the head. 
Following the healing of the impetigo, psoriasis vulgaris, verified by histologic 
examination, developed in the same areas. The author states that it cannot be 
definitely determined whether the two types of impetigo and the psoriasis were due 
to the same cause or whether impetigo was the determining factor in the develop- 
ment of the psoriasis. 
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ERYTHEMA AND PIGMENTATION IN CASES OF NAEVUS ANEMICUS FOLLOWING 
IRRADIATION. F. Kautz, Dermat. Ztschr. 69:29 (April) 1934. 


The author exposed six patients with naevus anemicus to ultraviolet radiation. 
In each patient the erytheraa was less marked in the anemic than in the normal 
areas. The amount of pigmentation which developed subsequently was also less in 
the anemic areas. 


Tue FAILURE OF SERODIAGNOSIS IN Earty Staces or Sypnitis. H. MEyYeEr- 
Bu.ey, Dermat. Ztschr. 69:33 (April) 1934. 


The author describes a case of early syphilis in which the Wassermann reac- 
tion of the blood remained negative, although the chancre had healed. Dark-field 
examination of glandular material obtained by puncture revealed the presence of 
Spirochaeta pallida. 


EXPERIMENTAL TRANSMISSION OF Mycosis Funcomes. E. ZURHELLE, Dermat. 
Ztschr. 69:65 (May) 1934. 


Material from two patients with mycosis fungoides was inoculated into a series 
of guinea-pigs. Reinoculation of material from these into other guinea-pigs and 
into rabbits was performed. A detailed report of the protocols of these experi- 
ments is presented. Two organisms were recovered: Bacillus paratyphosis B 
and Bacillus pseudotuberculosis rodentium. In no instance were lesions of true 
mycosis fungoides produced. 


\ New Case oF Pettacra. Haratp Boas, Dermat. Ztschr. 69:84 (May) 1934. 


A typical case of pellagra in a 30 year old woman is described. The causative 
factor was apparently chronic diarrhea due to long-standing colitis. 


SCURVY WITH PELLAGROID CUTANEOUS SympToMS. FELIX SAGHER, Dermat. Ztschr. 
69:86 (May) 1934. 


A 35 year old woman had pigmentation of the upper portions of the body, 
especially of the face, neck and forearms. This was associated with typical 
symptoms of scurvy. On account of the lack of gastro-intestinal symptoms th« 
condition is classified as a pellagroid eruption rather than true pellagra. All the 
lesions cleared up rapidly under a diet rich in vitamins. 


MorpHeEA. Joser Servier, Dermat. Ztschr. 69:129 (June) 1934. 


Morphea usually occurs without other lesions of scleroderma, but may be 
associated with more extensive sclerodermatous areas. The characteristic lila 
ring is due to a passive hyperemic zone, as is shown in histologic sections. Tw: 
cases are described, one showing no other sclerodermatous lesions, the other asso- 
ciated with extensive scleroderma. 


PiryRtIAsis Rosea-Lrke ToxicopERMIA CLEARING UP WITH PIGMENTATION, IN 
THE CourSE OF ARSPHENAMINE TREATMENT. G. StTi'MpKE, Dermat. Ztschr. 


69:134 (June) 1934. 


Two cases of this condition are described in which an eruption clinically 
indistinguishable from pityriasis rosea developed in the course of arsphenamine 
treatment for syphilis. The eruption was distinguished by its resistance to therapy 
and by the development of marked pigmentation after clearing up. The author 
concludes that the disorder is true pityriasis rosea the atypical course of which is 
due to changes in the blood vessels caused by arsphenamine. 
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IMPORTANCE OF EXPERIMENTAL RESEARCH ON SYPHILIS IN HUMAN SYPHILOLOGY. 
Rosert Branpt, Dermat. Ztschr. 69:193 (July) 1934. 


Brandt reviews and discusses recent research work on syphilis. He points out 
that experiments with animals have brought out certain important practical con- 
clusions. A particularly severe infection is not to be expected when a virgin 
population is first exposed. Spirochaeta pallida has the property of acquiring 
a definite organ specificity. For the involvement of the central nervous system, 
individual characteristics of the patient are primarily necessary. S. pallida, how- 
ever, has the property of developing a neurotropic character, in which case it can 
affect the central nervous system of a subject relatively refractory to infection. A 
positive Wassermann reaction of the blood denotes the existence of living, antigen- 
developing spirochetes. 


EXISTENCE OF AN INVISIBLE FoRM OF THE ORGANISM OF SYPHILIS. J. VAN HAELST, 
Dermat. Ztschr. 69:212 (July) 1934. 


As the result of a number of laboratory experiments, van Haelst concludes 
that the presence of Spirochaeta treponema pallida is absolutely necessary in order 
to transfer syphilis. The inability to demonstrate the organism in certain material 
that proves by animal inoculation to be infectious is due to the small number of 
organisms present rather than to the occurrence of an invisible form of the virus. 
The variation in the number of organisms present may cause certain variations in 
the course of the infection. 


Utcus VuLvaAE IN A CHILD FoLLowiNnG ToNsILLecTOMy. Kart STEINER, Dermat. 
Ztschr. 69:220 (July) 1934. 
Following tonsillectomy a 9 year old girl had a rise in temperature to between 
39 and 40 C. (102 and 104 F.) for six days. Two days after the operation an 
acute ulceration of the vulva appeared. Smears showed gram-positive cocci, 
numerous fusiform rods and spirochetes. The lesion healed rapidly. The ulceration 
was considered to be a metastatic lesion from an infection in the tonsillar area. 


LEUKODERMA FoLLowING Herpes SIMPLEX RECIDIVANS. FRiepRicH Katz, Dermat. 
Ztschr. 69:226 (July) 1934. 


In a patient with recurring herpes simplex depigmented areas developed at the 
sites of the lesions. These areas were clinically similar to vitiligo. Typical herpes 
zoster was not followed by depigmentation, and artificially produced injury did 
not result in loss of pigment. 


GENERALIZED SARCOID TUBERCULOSIS OF THE SKIN. G. SANNICANDRO, Dermat. 
Ztschr. 69:305 (Aug.) 1934. 


A 37 year old woman presented a generalized eruption which had started on 
the forearms two years before. It consisted of flattened blue-red papules from 
0.5 to 1 cm. in diameter which were apparently embedded in the skin. Some of 
the lesions were smooth; others were covered with lamellar scales. Two of the 
lesions were ulcerated. Cutaneous and intracutaneous tuberculin tests were mod- 
erately positive. Implantation of a piece of one of the nonulcerated lesions in a 
guinea-pig caused typical tuberculosis. 


GRANULOMA FissurRATUM (Sutton). WaAttTer WaAcHTLER, Dermat. Ztschr. 69:313 
(Aug.) 1934. 
A typical case of granuloma fissuratum (Sutton) is described. It occurred in 
53 y ‘ : . 
a 53 year old woman. Taussic, San Francisco. 
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3ERLOCQUE Dermatitis. F. Eckarpt, Monatschr. f. Kinderh. 59:93, 1933. 


The author reports a case of dermatitis of the chest in a child, the inflamma- 
tion being restricted to irregular vertical stripes. Cologne water had been applied 
to the skin, and sixteen days later the infant had been exposed to hot sunshine. 


ErYTHEMA NoposuM AND TUBERCULIN Reactions. E. Gamstept, Monatschr. f. 
Kinderh. 59:111, 1933. 


Gamstedt reports the results of seventy-five tuberculin tests made on fifty-one 
patients with erythema nodosum just before or during the stage of eruption. Before 
fever developed all of the reactions were negative. After fever appeared, however, 
all of the reactions were positive with one exception, and in this one case the 
reaction became positive on the fifth day. These observations suggest that the 
eruption fever is a sign of beginning allergy. 


PERIPHERAL BLoop CHLORIDE IN ExupatTive DiatuHesis. G. TOrOK, Monatschr. 
f. Kinderh. 59:190, 1934. 


A study of the chlorides of the peripheral blood in exudative diathesis shows 
that in the normally nourished infant exudative diathesis causes no increased 
chloride content. In the infant with exudative diathesis who is overweight and 
who has a pasty appearance the blood chloride may be increased. In the malnour- 
ished infant with this condition there may also be an increased chloride content, 
but this increase is also found in malnourished infants not suffering from the 


diathesis. GerstLey, Chicago. [Am. J. Dis. CHuzp.] 


INFLUENCE OF PROSTHESES ON THE Mucous MEMBRANE OF THE PALATE. R. 
Gretm, Monatschr. f. Ohrenh. 68:670 (June) 1934. 

Greim made a histologic examination of the palatal mucous membrane of twenty- 
six patients wearing various prostheses and found relatively typical alterations in 
the majority of cases. These changes in the mucous membrane are desquamation 
of the superficial epithelial layers, cornifications of different degrees, shrinking 
and poverty of nuclei of the connective tissue, small cellular infiltration of the 
subepithelial tissue and degeneration of the glandular tissue. Control investigations 
of fifty-two persons not wearing a prosthesis showed that the changes occasioned 
by a prosthesis are slight. A summary of the reports of benign and malignant 
tumors in the area of the palatal! mucous membrane demonstrates the relative rarity 
of neoplasms in that locality. On the basis of his own histologic examinations, 
of changes in the palatal mucous membrane reported in the literature and of a 
summary of the reports of new growths in the area of the gums, Greim concludes 
that the influence of prostheses on the appearance of neoplasms in the gums must 
be considered slight, if such an influence is acknowledged at all. 

Eprror’s Apstract. [ArcH. OTOLARYNG. ] 


CONVULSIONS IN PeLtacra. H. SeeLert, Monatschr. f. Psychiat. u. Neurol. 82: 337 
(May) 1932. 

The author observed unusual convulsive seizures in three patients with 
schizophrenia who acquired pellagra. The attacks took the form of continuous 
clonic contractions of the facial muscles, with a mixture of choreiform, myoclonus- 
like and clonic movements of the trunk and of the extremities. One patient also 
had a generalized tonic convulsion. In the first case the seizures began after 
symptoms typical of pellagra had been noted. In the other cases the convulsive 
phenomena occurred early; their close resemblance to the attacks already observed 
was an important factor in making the diagnosis, for these patients failed to 
present characteristic cutaneous changes or pronounced intestinal disturbances. The 
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outcome was fatal in each case. Histologic examination disclosed changes similar 
to those found by recent investigators in cases of pellagra. 


RoTHSCHILD, Foxborough, Mass. [ArcH. Neurot. & Psycurat.] 


A Case or Keratosis Fotiicutaris SguAmosaA, Dour. E. Hasecawa, Hifu-to- 
Hitsunyo 2:244 (June) 1934. 

A woman, aged 26 years, had, scattered over the lower part of the abdomen 
and the thighs, numerous rice grain-sized, rather easily detached, brownish scales, 
each having a blackish central dot corresponding to the hair follicle. The patient 
was practically free from symptoms, and roentgen ray treatment caused the scales 
to disappear. Histologic examination showed a marked hyperplasia of the horny 
layer of the skin near each hair follicle and extending down into the duct. The 
ducts were considerably dilated and contained many staphylococci, and as from 
three to five cross-sections of hair were found in each duct the hair shafts must 
have been crinkled. 


TuBEeRcULOID Leprosy. R. Tomrkawa, Hifu-to-Hitsunyo 2:255 (June) 1934. 

From some apparently leprous lesions bits of tissue were excised, and from 
cultures of this material an acid-fast bacillus was secured which produced typical 
tuberculous lesions in guinea-pigs. The author believes that this was a case of 
leprosy superimplanted on primary tuberculosis. 


ANTISYPHILITIC ZTHERAPY WITH AUROTHIOGLUCOSE. SEIGO MINAMI and Sok! 
MaruyaMa, Hifo-to-Hitsunyo 2:380 (Aug.) 1934. 


Aurothioglucose was tested clinically as regards the disappearance of cutaneous 
manifestations of syphilis and the effect on the reaction of the blood serum. In 
these respects Minami and Maruyama found that this preparation is not much 
inferior to neoarsphenamine, but they think that it is too toxic for satisfactory 


therapeutic use. 


Nevus PIGMENTOSUS VERRUCOSUS UNILATERALIS ZOSTERIFORMIS: THE First CASE 
To Be ReporTeD IN A Fiuiprno. C. M. HaAsseELMANN, Jap. J. Dermat. & 
Urol. 35:63 (May) 1934. 


A Filipino boy, aged 13, presented a picture of unilateral zosteriform pigmented 
warts in streaklike patches, affecting the right lumbar region up to the inferior 
scapula, the right abdominal and inguinal parts, including the right aspect of the 
scrotum and the inner proximal side of the right thigh, and the lateral posterior 
surface of the entire right lower extremity, terminating over the dorsum of the 
right foot. A little overlapping across the median line was present on the scrotum 
and below the umbilicus. 

The author mentions Virchow’s theory of the origin of linear nevi, i. e., that 
they result from some irritation along the lines of closure of the segmental 
myotomes during fetal life. Excellent photographs show the distribution of the 
lesions. 


LeukocyTic PHacocytosis In EczEMA AND DerMaAtTiTIs; EczEMATOUS CHANGES 
IN THE SKIN AND LeEuKocyTic PHacocytosis; THE KoTTMANN REACTION IN 
Some Tyes or Dermatoses. Tout Ozakt1, Jap. J. Dermat. & Urol. 36:121, 
143 and 160 (Aug.) 1934. 

In a series of articles Ozaki reports his observations on phagocytosis in clinical 
and in experimental (croton oil) dermatitis in rabbits and on the Kottmann 
reaction. 

In both the artificially induced and the clinical dermatoses there was, during 
the acute stages, the same striking diminution in the phagocytic power of the 
leukocytes; in the subacute and convalescent periods there was an irregular return 
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to normal. In the experimentally induced inflammatory reactions it could be 
demonstrated that the decrease in the number of particles of pigment (india ink 
preparation) taken up by the leukocytes was numerically in inverse ratio to the 
increase in the leukocyte count. 

The Kottmann reaction was found to be accelerated, especially in early syphilis, 
in acne vulgaris and in some of the eczemas; it was retarded in keratodermia 
palmaris progressiva. Ozaki admits that this might suggest, respectively, over- 
activity or underactivity of the thyroid gland in these conditions, but he does not 
believe that the Kottmann reaction can be employed to measure directly the activity 
of the thyroid gland. 


RELATIONSHIP BETWEEN HISTAMINE AND HISTAMINE-LIKE SUBSTANCES AND 
ANAPHYLAXIS; RELATIONSHIP BETWEEN THE SPECIFICITY OF ANAPHYLAXIS 
AND HISTAMINE OR HISTAMINE-LIKE SuBSTANCES. Kutyosur Hosoya, Jap. J. 
Dermat. & Urol. 36:195 and 205 (Aug.) 1934. 


These articles deal with heterogeneous passive anaphylaxis and anti-anaphylaxis 
and with the question of the specificity. 

Following the intraperitoneal injection into guinea-pigs of the blood serum of 
rabbits which had been rendered sensitive by subcutaneous injections of horse 
serum, the amounts of histamine and histamine-like substances (alcohol-soluble 
substances) in the lung were temporarily increased, then sank rapidly to below 
normal values (mild shock) and in the course of a few days returned gradually 
to normal. After a few weeks the intravenous administration of horse serum did 
not produce any grave symptoms of anaphylactic shock in the experimental animals 
and did not greatly affect the histamine and histamine-like content of the lung. 

When guinea-pigs which had been rendered sensitive by subcutaneous injections 
of horse serum were given intraperitoneal injections of 0.5 cc. of horse serum, the 
subsequent intravenous injection of horse serum, which in the ordinary sensitized 
animal would produce death by anaphylactic shock, failed to produce shock or 
even to affect markedly the amount of histamine and histamine-like substances 
(anti-anaphylaxis). 

When guinea-pigs which had been rendered sensitive to horse serum received 
an intravenous injection of a nonspecific protein (sheep serum, cow serum, rabbit 
serum, 2 per cent egg white, 5 per cent Witte peptone), no anaphylactic shock 
but a sudden lessening in the amount of histamine and histamine-like substance, 
somewhat as in true anaphylactic shock, occurred. 

It is believed that anaphylaxis is a chemical state, due to the presence of 
histamine and of histamine-like substance in the shock organ (pulmonary tissue). 
The sensitizing injections bring about an increase in the histamine and histamine- 
like substances, but they are fixed and do not produce shock. The nonspecific 
proteins produce a change in these chemicals, rendering them undetectable by 
biologic methods, but do not actually free them; that is effected only by the sub- 
sequent injection of the same protein used in the sensitization (anaphylactic shock), 
and anaphylaxis may therefore be considered to this extent a specific reaction. 


A New VArIEtTy OF TRICHOPHYTON DISCOVERED ON AN ISLAND OF THE Izu GrouP; 
PARTICULARLY THE EFFECT OF THE CULTURE MEDIUM ON THE DEVELOPMENT 
oF SPINDLE-SHAPED SporES. MASANosBU EBsIHARA, Jap. J. Dermat. & Urol. 
36:211 (Aug.) 1934. 


A trichophyton which was cultivated from the scales of the lesions on the scalp 
and neck of a 10 year old boy is considered to be a sort of intermediate form 
between Trichophyton coccineum, which does not produce spindle-shaped spores 
in any medium, and Trichophyton purpureum, which produces spindle-shaped spores 
in abundance on the common Pollacci agar. On this medium the new trichophyton 
produced the spindle-shaped spores only once, and then meagerly. Since the only 
essential difference between the Pollacci agar and the Sabouraud agar is that the 
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former contains meat juices, various body fluids were added to the Pollacci agar; 
the addition of cerebrospinal fluid (1:2, at 50 C.) resulted in an abundant growth 
of spindle-shaped spores. Therefore, this culture medium is recommended for 
determining whether the parasite under consideration possesses spindle-shaped 
spores as organs of fructification. 


A New Variety oF ANIMAL Microsporon. S. TAKAHASHI, Jap. J. Dermat. & 
Urol. 36:261 (Sept.) 1934. 

A rapidly growing microsporon was cultivated from two small vesiculomacular 
patches on glabrous skin of a 22 year old laborer. It formed at first a whitish 
nodule, then a larger bright to deep yellowish plaque and finally a large brownish 
colony with white powdery fluff on the surface. Scratch inoculation of rabbits 
proved the pathogenicity of the organism for animals. 

Microscopically it was characterized by the presence of spindle-shaped spores, 
nodular organs and terminal and intercalary chlamydospores and by the absence 
of spirals, organes pectinés and conidia. 

From the aforementioned color scheme and sexual organ characteristics this 
organism is recognized as differing from all other animal microsporons and is 
given the name Microsporon sapporense (Sabouraudites sapporensis). 


CHANGES IN THE SPINAL FLurmp In LATENT SypHitis. MUNENORI HASEGAWA, 
Jap. J. Dermat. & Urol. 36:317 (Sept.) 1934. 


Seventy-seven of 140 syphilitic patients in the latent phase of the disease 
exhibited changes in the spinal fluid in the form of increased tension (39.2 per cent), 
a positive reaction for globulin (23.5 per cent), an increased cell count (11.8 per 
cent), a positive gold sol reaction (11.3 per cent) and a positive Wassermann 
reaction (7.9 per cent). Changes were unexpectedly frequent (62.5 per cent) in 
early cases (infection within one year) and were most frequent (83.3 per cent) 
in old cases (infection from seven to ten years before). 

Some of these patients have been under observation for as long as four years; 
during that time more pronounced changes have developed in the spinal fluid of 
those not treated, and abnormalities have developed in the initially normal fluid 
of those who have received inadequate treatment. Seventeen patients with patho- 
logic changes in the spinal fluid were given antisyphilitic treatment; of these, 
12 were influenced favorably, 2 unfavorably and 2 not at all. The cell count and 
the Wassermann reaction showed most improvement. Malaria therapy was the 


most effective. BRENNAN, Chicago. 


Rat Leprosy IN THE NORTHEASTERN PREFECTURES OF JAPAN. 5S. ASAmi, Acta 
dermat.-venereol. 15:83 (April) 1934. 


The author describes the clinical and pathologic inoculation of rats with findings 
in seventeen leprous rats, the culturing of the virus of leprosy and the cultures. 
All of the leprous rats showed swelling of most of the lymphatic glands. Some 
of them also showed loss of hair and cutaneous ulcers. Acid-fast bacilli could 
always be found in the inguinal glands and often in other glands. Culturing of 
the virus was tried on all of the rats according to the Lowenstein-Sumiyoshi 
modified method, and twelve culture strains of acid-fast bacilli were obtained. The 
author believes that these were pure cultures of Mycobacterium leprae-murium 
because the majority of the strains in regard to their microscopic qualities, as well 
as in the results of the animal inoculation test, fully coincided with the virus of 
rat leprosy. The author inoculated several kinds of rats with the cultures of the 
rat leprosy bacillus and succeeded in producing typical leprosy in from 23 to 
41 per cent of the animals. This artificially produced leprosy presented in most 
cases the same clinical and pathologic findings as the natural rat leprosy. A 
typical case of rat leprosy was attained by animal passage. 
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EXPERIMENTAL AND HIstToLocic STUDIES OF THE VIRUS GENESIS OF PEMPHIGUS. 
E. Ursacu and S. Worirram, Acta dermat.-venereol. 15:120 (April) 1934. 


The authors report the results of their investigative study of sixteen patients 
suffering from pemphigus or dermatitis herpetiformis. By means of vaccinations 
with blood or with vesicular contents taken from the patients, the authors succeeded 
in producing in rabbits the characteristic clinical symptoms of a disturbance of the 
central nervous system: paralysis, convulsions and cachexia, terminating in death. 
Furthermore, this symptom complex was transferred from one animal to another 
by means of inoculation. The clinical picture produced by animal passage and 
also the histologic changes in the organs were identical with those noticed in 
conditions produced by direct vaccination from man to animal. The authors men- 
tion that the clinical results produced by vaccination of animals with herpes virus 
were almost identical with those just described. They believe that pemphigus is 
caused by some kind of invisible virus and that dermatitis herpetiformis belongs 
to the pemphigus group, being caused by a weakened pemphigus virus. The 
authors describe their experience with the use of germanin in the treatment of 
pemphigus. Their impression of the drug is favorable. 


Luorest AND MEINICKE REACTIONS IN THE D1AGNOsIS OF LATENT CONGENITAL 
Sypuitis. O. VALENTOVA and J. Osrter, Acta dermat.-venereol. 15:154 
(April) 1934. 

The authors discuss the difficulty of making a diagnosis of congenital syphilis 
in children who are apparently healthy and for whom the clinical and serologic 
findings are negative. The reaction following the intradermal injection of luotest 
(the proprietary name for a product that Miller and Brandt of the serotherapeutic 
institute of Vienna have prepared. This product is an extract from the organs 
of animals infected with syphilis. It has not been accepted by the Council on 
Pharmacy and Chemistry of the A. M. A.) seems to be of great help and impor- 
tance in studying these cases. Among 173 children who were apparently clinically 


and serologically free from syphilis, the authors found the luotest reaction to be 
strongly positive in 2 and weakly positive in 13. The history of these 15 children 
undoubtedly confirmed the diagnosis of congenital syphilis. The authors also 
believe that the Meinicke clearing reaction is more sensitive than the Wassermann 


reaction and that it is also important in the diagnosis of suspected cases of syphilis. 


LICHEN RuBER PLANUS, WITH SPECIAL REFERENCE TO LipscHUtTz CELLS (CENTRO- 
cytes). T. E. Oxtn, Acta dermat.-venereol. 15:193 (April) 1934. 


According to Lipschiitz there exists a group of dermatoses, including lichen 
planus, morbilli, rubeola, pityriasis rosea, psoriasis, seborrhea, and a few others, 
which often show histologically the presence of centrocytes (Lipschiitz’ cells). 
The latter are histiocytes, or free macrophages with easily stainable granules of 
varying sizes in the protoplasm. Lipschiitz’ cells are frequently seen in cases of 
lichen planus. They occur between the basal cells and most abundantly on the 
border between the epidermis and the corium, especially where there are numerous 
regressively changed cells. Sometimes they are also seen between the prickle cells 
and in the corium. The author does not agree with Lipschtitz’ theory that the 
granules are the centrioles which by aggregation form the “pathologic” micro- 
centers. He bases his objection on the fact that the granules have no central 
bridges, that they are sometimes located outside of the cell and that they are 
rarely found in the part of the cell plasma where the centrioles are normally 
situated. He also observed microcenters, the centrioles of which in their staining 
differ from the aforementioned granules. The granules, however, may be present 
in the same cell. According to the author, the granules in Lipschiitz’ cells are 
probably the result of condensation, resulting from the absorption of the products 
of cellular disintegration from the epidermal and endothelial cells. 
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FataL Case oF Psortasis ARTHROPATHICA. GUNNAR Norpin, Acta dermat.- 
venereol. 15:221 (June) 1934. 


Nordin describes a severe case of psoriasis with an associated involvement of 
most of the joints. The disease brought about complete disability and death of 
the patient. On several occasions the articular symptoms followed within a week 
or less the cutaneous eruption, or vice versa. Sometimes the articular changes 
were the predominant feature, and sometimes the cutaneous condition was the chief 
trouble, but when once the disease had definitely made its appearance neither 
was present alone. 

The patient presented various forms of psoriasis, including psoriasis pustulosa. 
At the height of the acute stage the skin frequently presented the characteristic 
picture of dermatitis exfoliativa. 

Most of the joints presented the following changes: atrophy of the bones, 
attenuation of the cartilage and thickening of the articular capsules. Amyloid 
deposits were found in the spleen and kidneys. Nordin believes that the cutaneous 
eruption and the manifestations in the joints in this case had a common etiology 
and were symptoms of the same disease—psoriasis. 


SARCOMATOUS METASTASIS IN THE LIVER IN A CASE OF XERODERMA PIGMENTOSUM. 
F. Fortpvari, Acta dermat.-venereol. 15:253 (June) 1934. 


Foldvari discusses the etiology of xeroderma pigmentosum and reviews the 
literature of this subject. There is an inherited predisposition to premature 
aging of the skin and a peculiar hypersensitivity to the rays of the sun. Some 
patients are very sensitive to ultraviolet radiation and others, to roentgen rays. 
The kind of supersensitivity depends on the age of the patient. Foldvari questions 
the importance of intermarriage in the etiology of xeroderma pigmentosum. He 
describes the case of a child in whom tumors developed on the face and who died 
at the age of 9. The autopsy revealed the presence of epithelioma, which also 
involved the corium. There was a sarcoma in the subcutaneous connective tissue, 
and a typical metastatic melanosarcoma was found in the liver. 


MAL pvE MELEpA—TuHeE Disease oF Mujer. F. Kocoys, Acta dermat.-venereol. 
15:264 (June) 1934. 


Kogoj describes nine cases observed in the clinic and on the Dalmatian island 
of Mljet. The literature on the subject is reviewed. The disease differs from 
the palmar and plantar hereditary keratoma in that the keratosis is not limited 
to the palms and soles but spreads slowly to the dorsa of the hands and feet and 
to the forearms, elbows, legs and knees. The histologic picture is similar to the 
one of keratoma palmaris et plantaris. Dystrophies of the nails (ridges, grooves, 
koilonychia onychogryphosis) are seen in most of the cases. The disease is doubtless 
hereditary, appearing in the first few months of life. It is symmetrical and is 
always accompanied by a hyperhidrosis. Kogoj proposes a new name for the 
dermatosis: keratosis extremitatum hereditaria progrediens. 


EpipERMOPHYTIA Pepum. L. N. MaAscuKrLiersson, M. B. Secar and E. E. 
SicALowa, Acta dermat.-venereol. 15:300 (June) 1934. 


Among 120 cases of epidermophytosis of the feet, epidermophytids occurred in 
30 per cent. The authors explain this high percentage of allergic efflorescences 
by the fact that the primary eruption was located on the soles, which are often 
subjected to trauma. Fungi were found only in the lesions of the feet and not in 
those of the hands. The authors believe that the decrease in the acid content on 
the surface of the skin and in the stratum corneum increases the vitality of the 
fungus. They also believe that the main principle in the treatment of epider- 
mophytosis is to avoid everything which may traumatize and eczematize the 
primary efflorescence. These precautions prevent the occurrence of allergic 


eruptions. ASTRACHAN, New York. 
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MINNESOTA DERMATOLOGICAL SOCIETY 
L. H. Winer, M.D., Secretary 
July 28, 1934 
Paut A. O’Leary, M.D., Chairman 


PRESENTATION OF Cases BY Paut A. O’Leary, M.D., HAMILTON MONTGOMERY, 
M.D., anp Louis A. Brunstinc, M.D., RocHESTER. 


(In the cases in which histopathologic studies were made Dr. Montgomery 
presented lantern slides of the sections.) 


Case 1. PEMPHIGUS VULGARIS. 


This Jewish physician, aged 46, noticed vesicles in the umbilicus in August 1933. 
A short time later a bulla appeared on the chest, and since that time there has 
been a gradual spread of the vesicles and bullae over the chest, back, buttocks, 
face and mucous membrane of the mouth and nose. Treatment prior to his admis- 
sion to the clinic included extensive attempts to obtain desensitization with the 
use of fungus extracts, intravenous injections of germanin and the administration 
of various glandular extracts. A patch test with iodides made elsewhere was 
negative. 

On admission the patient presented numerous vesicles and bullae, ranging in 
size from that of a pinhead to that of a half-dollar, distributed over the chest, 
extensor surfaces of the arms, buttocks, mucous membrane of the mouth and 
right lower lip. Several nails of the fingers and toes showed yellow subungual 
vesicles. 

The results of a flocculation test and of urinalysis and the blood urea content 
were normal. A blood count showed: hemoglobin, 79 per cent; erythrocytes, 
4,030,000, and leukocytes, 7,600. A Pels test made previous to admission was 
positive. A green-producing streptococcus, which was isolated from the blood and 
the nasopharynx, showed the characteristic cataphoretic mobility for pemphigus as 
reported by Welsh (Arcu. Dermat. & Sypu. 30:611 [Nov.]) 1934). The serum 
mobility test was positive with an antigen of pemphigus and negative with antigens 
of lupus erythematosus, dermatitis herpetiformis and erythema multiforme. Skin 
tests were positive with antigens consisting of several single strains and one pool 
of eighteen strains of streptococci isolated from the blood and the nasopharynx 
of other patients with pemphigus. 

Treatment has consisted of sulphur baths, symptomatic local treatment, a blood 
transfusion (July 27, 1934) and the injection of a specific serum (Welsh), which 
he is receiving at present. 


Case 2. PEMPHIGUS VULGARIS. 

This housewife, aged 61, of American parentage, first noted the appearance 
of bullae on the trunk in June 1933. Bullae developed again in September 1933. 
In each instance the condition cleared up after a few weeks. In April 1934 there 
was a recurrence of the lesions on the hands and knees, and in June 1934 there 
was a rapid spread of bullous lesions over the trunk, extremities and face. 

On admission she had numerous coalescent, flaccid bullae of various sizes on 
the face, neck, chest, axillae, back and groin and some lesions scattered over the 
extremities. There is no involvement of the mucous membrane. She suffered 
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from marked general debility and severe prostration. There is now practically no 
area of skin that is not involved. 

Flocculation tests of the blood were negative. The urinalysis revealed nothing 
abnormal except some pus cells. The blood count showed: hemoglobin, 85 per cent ; 
erythrocytes, 4,150,000, and leukocytes 5,400. A green-producing streptococcus 
was isolated from the blood and the nasopharynx. This organism showed a 
cataphoretic mobility characteristic of pemphigus. The serum mobility test was 
positive with an antigen of pemphigus and negative with antigens of lupus 
erythematosus, dermatitis herpetiformis and erythema multiforme. Skin tests were 
positive with antigens consisting of several single strains and one pool of eighteen 
strains of streptococci isolated from the blood and the nasopharynx of other 
patients with pemphigus. 

Treatment has consisted of sulphur baths, symptomatic local treatment, a blood 
transfusion (July 25, 1934) and the injection of a specific serum (Welsh), which 
she is receiving at present. 

DISCUSSION OF CASES 1 AND 2 

Dr. Asuton L. Wetsu, Rochester: From the blood and the nasopharynx of 
each of these patients I have obtained green-producing streptococci which have the 
same characteristics as similar organisms which I have isolated from other patients 
with pemphigus. The blood serum from each patient showed a positive reaction 
to the cataphoretic mobility test with an antigen of pemphigus and a negative reac- 
tion with antigens of dermatitis herpetiformis, erythema multiforme and lupus 
erythematosus. Injection of dead organisms into the skin produced bullous lesions 
in each of these patients as in other patients with pemphigus. In normal persons 
and in patients with other dermatoses, the injection of this organism into the 
skin does not produce bullous lesions. The therapeutic aspect of the cases is 
now being studied. 


Case 3. Suspacute, DisseEMINATED Lupus ERYTHEMATOSUS. 

This housewife, 40 years,old, has had rheumatic attacks since the age of 11. 
For several years she has noticed vasomotor changes in her hands in cold weather. 
In 1929 she had arthritis for three months, with a temperature ranging from 
101 to 103.5 F. In 1930 an operation was performed for bilateral tubo-ovarian 
abscess. From 1930 to 1931 there were periodic attacks of rheumatic pain. In 
January 1934 she complained of lassitude, loss of appetite and loss of weight 
(25 pounds [11.3 Kg.] in five months), and in February 1934 erythema and a 
papular eruption appeared over the face and chest and telangiectatic lesions on 
the hands. Treatment by ultraviolet irradiation and (in April) by exposure to 
the sun was followed by a severe exacerbation and extension of the lesions. 
Diffuse alopecia has been progressive since the onset of the illness. 

She has diffuse alopecia and pityriasis of the scalp with an irregular, atrophic 
plaque on the vertex; erythema and desquamation of the eyelids; diffuse erythema 
of the face with silver scaling of the lips and scattered telangiectasia; a coalescent 
maculopapular exanthem with desquamation and slight follicular plugging of the 
neck and anterior surface of the right shoulder, and mottled telangiectasia of the 
palms and the palmar surfaces of the fingers. 

Roentgen examination of the chest showed no evidence of tuberculosis: there 
was diffuse bronchiectasis in the base of the left lung. Urinalysis and flocculation 
tests of the blood gave negative results. The sedimentation index was 15.7. The 
blood count showed: hemoglobin, 80 per cent; erythrocytes, 4,230,000; leukocytes, 
3,300, and thrombocytes, 210,000. A culture of the blood was negative. A green- 
producing streptococcus isolated from the nasopharynx had a cataphoretic mobility 
consistent with localization in ectodermal structures. A serum potential test was 
positive with an antigen of lupus erythematosus and negative with antigens of 
pemphigus, dermatitis herpetiformis and erythema multiforme. Skin tests were 
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positive with antigens consisting of several strains and one pool of seven strains of 
streptococci isolated from the blood and the nasopharynx of other patients with 
lupus erythematosus. 

The patient was put at rest in bed and given from 2 to 10 grains (0.13 to 
0.65 Gm.) of quinine sulphate three times daily. 


DISCUSSION 
Dr. Asuton L. Wetsu, Rochester: With the blood serum of this patient 
| obtained a positive serum mobility reaction (using the Northrop-Kunitz-Mudd 
apparatus) with an antigen of lupus erythematosus and a negative reaction with 
antigens of dermatitis herpetiformis, erythema multiforme and pemphigus. 


Case 5. Mycosts FUNGoIDEs. 

This unmarried woman, aged 43, first noticed pruritic lesions on the inner 
surfaces of the thighs and on the breasts two weeks after a cholecystectomy per- 
formed five years ago. Since then the patient has consulted various dermatologists, 
each of whom has made a diagnosis of mycosis fungoides and has administered 
roentgen treatment. 

The dermatologic picture is typical of mycosis fungoides. Blood studies have 
given essentially negative results. The histopathologic picture is that of the early 
premycotic stage of mycosis fungoides. 

The patient has received twelve fever treatments with the vapotherm (Simpson- 
Kettering unit), the temperature averaging 105 F. and each treatment lasting for 
from four to six hours. There has been no change as a result of this treatment. 


Case 6. Mycosts Funcotmes (Tumor STAGE). 


This man, aged 46, has had small squamous plaques in the groins for seven 
years. Five years previous to his admission to the clinic a diagnosis of para- 
psoriasis was made elsewhere. During the past year tumors have appeared from 
time to time; these have spread rapidly during the past six months, accompanied 
with much pruritus. 

The lesions on the inner aspect of the left thigh are gyrate and circinate; else- 
where the plaques tend to be round or oval. There are small, round, purplish- 
red, slightly raised and infiltrated scaling plaques with slight crusting and a 
tendency to fissure. There are indurated plaques, particularly in the body folds 
and around the mucocutaneous borders. 

Except for mild secondary anemia a blood count was normal. The histo- 
pathologic picture is that of mycosis fungoides in the tumor stage, with early changes 
toward lymphosarcoma. 

Therapeutic measures have consisted of roentgen treatment and six fever treat- 
ments with the vapotherm unit. Following the latter there was rapid spread of 
the lesions, in which there appeared to be a dissemination with the appearance of 
many new lesions. Roentgen therapy produced a temporary remission. 


Case 6A. Mycosis FUNGOIDEs. 

This housewife, aged 32, reports that lesions appeared on the middle of her 
back six years ago when she had been pregnant for two and one-half months. 
The lesions continued to be confined to the back until four years ago; then itching 
developed and there was a general spread of the plaques. About a month ago the 
lesions became nodular and tumor-like. Recently there has been a loss of weight 
of 20 pounds (9.1 Kg.). 

The patient presents indurated, infiltrated, brownish-red lesions, nodular and 
tumor-like and varying in size from twice that of a pea to that of a quarter. 
They are distributed largely over the neck, arms, anterior portion of the chest, 
abdomen, thighs and popliteal areas; there are two small lesions on the chin, one 
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just below the right eye and another at the outer canthus of the right eye, and 
a few small, bullous lesions over the abdomen. 

Studies of the blood gave normal results. The histopathologic picture is that 
of mycosis fungoides, showing all the changes from the early stages to those of a 
frank lymphosarcoma. 

The patient has received systemic roentgen treatment of the gland-bearing areas, 
followed by a marked involution of the cutaneous lesions. 


DISCUSSION OF CASES 5, 6 AND 6A 

Dr. Paut A. O'Leary, Rochester: The first two patients are shown because 
of the fact that they have just completed a course of twelve treatments with the 
vapotherm unit, during which a temperature of 105 F. or over was produced at 
each treatment. We have treated several other patients in this same manner, one 
of whom had a severe exacerbation of itching, while two derived considerable 
relief from itching. Thus far we have not noticed any material decrease in the 
size or in the number of the cutaneous lesions of these patients. The last patient 
has had systemic roentgen therapy to the gland-bearing areas only, with some 
improvement. 


Case 7. CONGENITAL ICHTHYOSIFORM ERYTHRODERMA; HopGKIN’s DISEASE. 


This Jewish boy, aged 13, came to the clinic with a diagnosis of Hodgkin's 
disease. The family history was of interest because his mother and her sister 
had married brothers who were their first cousins. The sister has had two children 
with a similar condition of the skin, one of whom died at 3 months of age. The 
patient had measles with convulsions at 2 years of age, chickenpox at 6 and grip 
with a temperature of 103 F., followed by a loss in weight of 15 pounds (6.8 Kg.), 
before admission. The skin condition has been present since birth. The nails 
have come off at times, and the palms and soles have shown more thickening than 
was present at the time of admission. The condition of the skin improved some- 
what following the fever three months prior to admission. There has been general- 
ized enlargement of the lymph nodes for the past seven years. A glandular abscess, 
which was opened six years ago, ruptured spontaneously three months ago and the 
axillary group of abscesses also broke down. A biopsy (elsewhere) in June 1934 
showed a benign hyperplasia, although a diagnosis of Hodgkin’s disease was 
considered. 

The child presents a generalized scaling erythroderma with a few slightly raised 
vesicles. Emaciation, enlargement of the spleen and liver and generalized adeno- 
pathy are present. The blood count showed: hemoglobin, 50 per cent; erythrocytes, 
3,630,000, and leukocytes, 5,800. The differential blood count was as follows: 
lymphocytes, 5 per cent; monocytes, 2 per cent; neutrophils, 91 per cent ; eosinophils, 
2 per cent. The polymorphonuclears have shown a shift to the left when there has 
been any particularly toxic change in the patient’s condition. There were occa- 
sional immature cells, some being promyelocytes. The histopathologic picture of 
the skin is consistent with a diagnosis of ichthyosiform erythroderma, but there 
is no evidence of true lymphoblastomatous or of Hodgkin’s infiltration. Biopsy 
on a gland was reported to show Hodgkin’s granuloma. The patient has been 
given transfusions and systemic roentgen treatment for Hodgkin’s disease and has 
shown a gain in weight. 

DISCUSSION 


Dr. Paut A. O'Leary, Rochester: An interesting feature of this case is that 
two brothers married two sisters who were first cousins. The aunt of this boy, 
whose first child also has this same type of erythroderma, consulted a dermatologist 
four or five years ago as to the likelihood that she would have another child with 
a similar condition. With his approval she had a second child, who also has 
ichthyosiform erythroderma—a striking commentary on the influence of consan- 
guinity in this disease. 
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Case 8. PyopeRMIA GANGRAENOSA; ULCERATIVE CoLitTis, GENERAL DeEBILity; 
SECONDARY ANEMIA. 


This ergineer, aged 57, complained of diarrhea in November 1926. Cutaneous 
ulcers appeared six months later and continued with remissions and exacerbations 
for approximately three months. A decided parallel relationship between the 
intestinal activity and the cutaneous ulceration was noted. He first came under 
our care in August 1932, when he was treated with acetarsone, blood transfusions 
and a specific vaccine (Bargen). From January 1933 to April 1934 he was in 
fairly good general health, had no ulcers and was well able to supervise his work 
as a water-works superintendent. In April 1934 many cutaneous ulcerations 
recurred about the trunk, legs and upper part of the arms, across the hairy portion 
of the chest and on the back of the neck and the left temple. Diarrhea, with 
three or four stools each day and considerable mucus, was followed by activation 
of the cutaneous ulcerations. 

At the time of this last admission the patient was debilitated and prostrated 
with myalgia, and there was marked anemia. Proctoscopic examination revealed 
that about one third of the rectum and sigmoid flexure was uniformly contracted 
by a destructive ulcerative process, and for the most part there were healed scars 
of ulcerative colitis. The cultures of the ulcers of the skin and of the stools showed 
streptococci. No ameba could be found. 

Treatment has consisted of general tonic measures, a high vitamin, high caloric 
diet, three courses of acetarsone, each consisting of twenty-one injections of 
0.25 Gm., six blood transfusions, extraction of an infected tooth and injections of 
specific vaccines and serum (Bargen and Welsh). There is a fair degree of remis- 
sion at present; the ulcers are healing, and the colitis is slightly active. 


DISCUSSION 


Dr. Louts A. Brunstrnc, Rochester: Since the publication of an earlier report 
(Brunsting, L. A.; Goeckerman, W. H., and O’Leary, P. A.: Pyoderma 
[Echthyma] Gangrenosum; Clinical and Experimental Observations in Five Cases 
Occurring in Adults, Arcn. Dermat. & SypuH. 22:655 [Oct.] 1930) this is the 
first patient with extensive lesions and associated colitis whom we have had an 
opportunity to study. He has had symptoms of colitis for twelve years. His 
history shows a marked parallel relationship between the activity of the colitis 
and that of the lesions of the skin. He was here for a time in 1932, when the 
process both in the colon and on the skin was amenable to treatment with acetarsone. 
The condition reappeared in April 1934. Both times the patient has been greatly 
debilitated. He has been given blood transfusions, of which he has now had seven, 
and three courses of treatment with acetarsone. We were forced to stop the 
latter, however, because of symptoms of arsenical neuritis. He has had the benefit 
of Bargen’s serum, hemolytic streptococcus vaccine and general supportive measures, 
but the process is not well under control. 


Case 9. Acne INbDURATA; Destructive ARTHRITIS OF THE RIGHT WRIST; 

TUBERCULOSIS ? 

This unmarried, Bohemian woman, aged 36, whose father died of pulmonary 
tuberculosis, says that in November 1933 a large number of pustules suddenly 
appeared on her face. During the winter she had occasional pains in the right 
wrist. In March 1934, following trauma, there was sudden pain with swelling of 
the wrist, which was treated subsequently by means of splints. 

A roentgenogram of the right wrist showed destructive arthritis of the carpus 
with periarticular swelling of the wrist joint and osteoporosis of the bones of the 
hand and wrist. There were many pustules and communicating abscesses on both 
cheeks and on the forehead. 

The patient has been at rest in bed, on a high vitamin diet. Treatment has 
consisted of local applications and drainage of the pustules, intravenous injections 
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of neoarsphenamine, roentgen therapy and administration of gold sodium thio- 
sulphate, the last being poorly tolerated. 


DISCUSSION 

Dr. Joun F. Mappen, St. Paul: Drs. Tomlinson and Cameron of Omaha 
believe that the hemoglobin content is low in practically all cases of acne, and 
they give large doses of iron in conjunction with other treatment when there is a 
slight decrease in the hemoglobin content. In this case I noted that the hemoglobin 
value was in the lower seventies. I have not followed our patients who have had 
only slight decreases in the amount of hemoglobin long enough to judge the benefit 
of added iron therapy. 

Dr. Paut A. O'Leary, Rochester: Our experience has been in accord with 
that of Dr. Madden. We always have these patients undergo a complete general 
examination, and if any abnormalities are found, efforts are made to correct them. 
For patients with anemia we prescribe a high vitamin diet, with liver, viosterol 
or haliver oil, and other measures directed to the improvement of the general status. 


Case 10. PyopeRMIA oF THE SCALP AND Bearp (DissectinG CELLULITIS). 

This man, aged 28, for the past year has had painful swellings of the soft 
tissue of the scalp, with loss of hair and suppuration. Occasionally there has been 
fever associated with severe flare-ups of the local condition of the scalp. Early 
in 1933 he had had roentgen treatment of the scalp to the point of partial epilation. 
Three weeks ago his chin and upper lip became involved. 

The patient presents multiple subcutaneous abscesses of the scalp, with spotted 
alopecia, and erythema and pustulation of the chin and upper lip. General medical 
examination gave essentially negative results. 

Treatment has consisted of epilation of the beard with the roentgen rays and 
thorough excision of the affected portion of the scalp with the cautery. 


Case 11. Hiprapenitis DeESTRUENS SUPPURATIVA OF VERNEUIL; PYODERMIA OF 
THE AXILLAE AND VULVA. 


This unmarried woman, aged 25, has had furunculosis with sinus formation 
in the axillae and pubic region for three and one-half years, in addition to hyper- 
hidrosis. Examination of the glands removed from the axilla three years ago in 
another institution revealed the presence of tuberculosis. For the past five years 
she has gained weight; she now weighs 248 pounds (112.5 Kg.). 

General examination elicited no significant abnormalities except that the patient 
was obese and plethoric. From a dermatologic standpoint she presents seborrhea 
of the scalp with excoriations, with a few pustules and crusted lesions and a few 
minute depressed scars over the frontal area of the scalp. The following lesions 
are noted: alopecia, cicatricial scarring, sinus formations, nodules and pustules in 
the axillae, nodules and pustules with some scar formation on the mons pubis and 
in the groins and superficial pustules over the buttocks, thighs and abdomen. 

Histopathologic examination of excised tissue showed an abscess in the nature 
of a foreign body, giant cell reaction and many plasma cells. There were no definite 
apocrine glands to be seen in the abscess although there was an inflammatory 
reaction with degenerative changes in the apocrine gland at one edge. 

Culture of the abscess revealed the presence of staphylococci, from which an 
autogenous vaccine was prepared. 


Case 13. SyYSTEMATIZED AMYLOIDOSIS OF THE SKIN AND Mucous MEMBRANES; 
3ENCE-JONES PROTEINURIA. 


This man, aged 54, was in good health generally until February 1934, when 
he began to notice redness and tender swellings of the hands, with small sub- 
cutaneous nodules appearing in the soft tissues of the palms. About the same time 
he noticed yellowish lesions about the eyelids, and two weeks later lesions on the 
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buccal mucosa. At the same time he had a general feeling of lassitude and fatigue, 
with cramping of the shoulders and neuralgic pains in the muscles of the arms; 
there were also pains in the hip joints and stiffness of the hamstrings and shooting 
pains from the hips to the knees, which caused limitation of motion on walking. 
During the middle of June he became aware of small yellowish papules which 
appeared in groups over the chest and supraclavicular region without subjective 
discomfort. 

There are now yellowish, waxy, translucent, coalescent papules on the eyelids 
with telangiectasia and slight ecchymosis. The lesions of the mouth are cuboidal 
papules extending from the angle of the jaw along the line of closure of the teeth, 
and there are a few similar lesions along the posterior lateral margins of the 
tongue. The tongue otherwise is normal. In some places there is evidence of 
hemorrhage and telangiectasia in the crests of these papules. On the left side of 
the chest and above the right scapula are groups of tiny discrete, yellowish, glisten- 
ing papules. The hands present erythema and swelling, with reddish mottling and 
scattered papules which are palpable over the thenar eminences of the palms. A 
tender nodule is palpable over the midsacrum. The patient appears to be mildly 
cachectic and has a shuffling gait with steps about 6 inches (15.3 cm.) long. There 
is no clinical evidence of myeloma or of visceral amyloidosis. The heart, lungs 
and abdomen are normal. 

Urinalysis revealed on repeated occasions 0.4 Gm. of Bence-Jones proteose per 
hundred cubic centimeters of urine. The blood count showed: hemoglobin, 72 
per cent; erythrocytes, 3,390,000, and leukocytes, 8,500. The blood chemistry was 
normal and an intravenous Bennhold congo red test was negative. There were 
171 mg. of cholesterol, 380 mg. of total fatty acids and 551 mg. of total lipoids 
per hundred cubic centimeters of plasma. Roentgen examination of the skull, the 
long bones and the joints showed no evidence of multiple myeloma. 

A histopathologic study of the skin of left side of the chest showed typical 
deposits of amyloid, with a positive reaction to congo red and methyl violet. Biopsy 
of a section from the right deltoid muscle showed evidence of amyloid in a few 
of the muscle bundles. 

Note.—A detailed report of this case with findings at necropsy will be published 
later. 

DISCUSSION 

Dr. Henry E. Micuetson, Minneapolis: The patient shows all the symptoms 
of classic systematized amyloidosis. I believe it would be well worth while to 
have slides made of the bone marrow. All the indications seem to point to the 
great possibility of multiple myeloma as the causative factor. 

Dr. Louis A. BrunstincG, Rochester: This patient has failed quite appreciably 
since he came to the clinic. The specimen of muscle for biopsy was taken from 
the left deltoid muscle because the most severe arthritic pain was there. The 
tongue seems to be enlarged, and there are lesions on the sides posteriorly. 

Dr. Frances J. Lyncn, St. Paul: The finding of Bence-Jones proteinuria 
is important. This finding Dr. Michelson and I reported, and it was also reported 
in Dr. Bloch’s case. In most of the cases albuminuria is mentioned, but rarely is 
a study made as to whether the albuminuria is of the Bence-Jones type. If further 
studies were made, the albuminuria might prove to be of the Bence-Jones type, 
and such studies would perhaps lead to further knowledge of the pathogenesis of 
systematized amyloidosis. 


Case 15. Cutaneous Tertiary SypuHitis; Noputo-ULcerative LESIONS OF THE 
DorsuM OF THE Lert HAND AND RiGut ForeArRM; JuxTA-ARTICULAR NODES 
OF THE KNEES, ELpow AND PALMs. 
This married woman, aged 61, has had nodules of the elbows, knees and palms 
for twelve years. She has been deaf for ten years and has had “eczema” on the 
dorsum of the left hand and right forearm for the past year. Her husband, when 
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he was seen in 1928 because of carcinoma of the rectum, gave negative serologic 
reactions; he died in 1931. 

The patient presents juxta-articular nodes of the elbows, knees and palms 
and a nodulo-ulcerative syphilid of the dorsum of the left hand and right forearm. 
Her blood pressure is 160 systolic and 95 diastolic. She also has nerve deafness 
and metatarsalgia. 

The Kline and Kahn tests of the blood were 4 plus and 3 plus, respectively. 
Examination of the spinal fluid was not made. 

A histopathologic study of excised tissue showed a rather atypical picture of 
a juxta-articular node. There was an old area of fibrosis deep in the section. 
The changes about the superficial vessels were more suggestive of a syphilitic 
process than in any of our previous sections from patients with lesions of this type. 

The patient has had two injections of arsphenamine since her admission on 
July 21, 1934. 


Case 20. Eczema (Atopic ?). 


This married woman, aged 53, presents groups of erythematous, indurated 
plaques with some oozing, situated chiefly over the extensor surfaces of the arms 
above and below the elbows. There are also two sarcoid-like nodules on the left 
side of the neck and at the angle of the jaw and some erythema and desquamation 
of the dorsa of the hands and feet. Since the age of 17 there have been recurrent 
eruptions on the hands and forearms and particularly also on the dorsa of the 
feet and sometimes on the neck. The attacks have been of several months’ dura- 
tion, with no regard to season, and there have sometimes been four or five years 
between them. She is known to have an external sensitivity to certain soaps and 
bath powders and to methylsalicylate, and an internal sensitivity to shrimp, berries, 
tomato and citrus fruits is suspected. 

In May 1933, after a remission of two or three years, dermatitis developed 
on the dorsa of the feet. In July and August lesions appeared on the hands and 
flexor surfaces of the arms and legs which healed after two weeks. In October 
lesions appeared on the hands and forearms which have persisted up to the present 
time. During April there was a severe flare-up involving the thighs, the neck 
and the left side of the face. She has taken phenolphthalein at intervals, and uses 
perfume containing oil of lavender and oil of bergamot. Her mother had migraine 
for years; her sister has hay fever and hives, and a brother has eczema of the 
face and feet. 

A large series of intradermal tests with proteins, including foods and inhalants, 
were negative. Patch tests showed positive reactions to oil of lavender and oil 
of bergamot. 

DISCUSSION 

Dr. SaMuet E. Swerrzer, Minneapolis: This case is interesting in its bearing 
on the value of patch tests. The patient was tested with practically everything 
in the house and found sensitive to oil of lavender and oil of bergamot. Since that 
time, a year ago, she has avoided these oils, but she still has dermatitis, so that 
in this particular instance testing did not accomplish anything as far as the etiology 
of the condition is concerned. It is now necessary to start again and try to find the 
cause of the trouble. I recall one patient who was tested with all sorts of things 
and was found sensitive to peanuts; but he never ate peanuts. Scratch tests in 
some clinics have been found to be of no particular significance. Dr. Howard Fox 
has had four men testing patients and has decided that the only test of value is 
the patch test. He did not find the scratch test valuable enough to warrant its 
continued use. Of course, if the scratch test is not positive one week it can always 
be tried again and an expert can read various interpretations into the results. 

Dr. Lovurs A. Brunstinec, Rochester: This woman has had “skin trouble” 
since the age of 17. She is now 53 and has been free from dermatitis at intervals 
for as long as from five to seven years. There are several features to suggest a 
known reaction to inhalants. There is a known contact reaction to Fels Naphtha 
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soap, methyl salicylate and perfume. She also has noted that on certain occasions 
the lesions flare up when she eats shrimps, berries, tomato or citrus fruits. There 
are unusual inflammatory lesions on the side of the neck and symmetrical lesions on 
the arms. The histopathologic picture of the lesion on the elbow is typical of 
eczema. 

Dr. SAMUEL E. Sweitzer, Minneapolis: With regard to the boy with sensi- 
tivity to peanuts whom I mentioned, an attempt was made to keep him from eating 
certain foods. He was not permitted to have any milk, and Dr. Rusten tells me 
that he has greatly improved. The difficulty may have been due to milk alone. 

Dr. R. J. Battey, Rochester: This patient has been using oil of lavender in 
dresser drawers and around her clothes and has a bottle of a preparation containing 
oil of lavender in her traveling bag. 

Dr. Etmer M. Rusten, Minneapolis: I believe that the eruption on the feet 
is a contact reaction, as the patient says that a flare-up of the eruption occurred 
recently when she wore a new pair of shoes. The eruption on the arms may be 
due to absorption from the feet. This would conform fairly weil to the type of 
reaction she has and suggests a contact dermatitis. 

Dr. Paut A. O'Leary, Rochester: I have some of the same skepticism that 
Dr. Sweitzer has about the present concept of allergy. The patch test is the most 
valuable of the sensitization tests now available, particularly for a patient who has 
a contact dermatitis. In cases of the allergic and atopic type the intradermal sensi- 
tization tests are less accurate, and scratch tests for sensitivity are practically 
worthless. In cases of the atopic type efforts to determine the sensitizing sub- 
stances should be made by other means than skin tests. In cases of allergic 
dermatitis, I believe that the patch test is the most valuable, and the intradermal 
test is next in value. We abandoned the scratch test years ago. In the case 
of a patient who has become sensitized to some chemical, the diagnostic and 
therapeutic approach is not so difficult, but a case of generalized dermatitis with 
an allergic family background continues to offer a difficult problem in eliciting 
the sensitizing factor, even though all the available testing methods are used. The 
general cutaneous imbalance which prevails in a patient with eruptions of this 
type makes it difficult to interpret accurately the etiologic significance of positive 
skin tests. Efforts to eliminate the food substances to which the patient has given 
a positive reaction have been of little avail in most cases. We have had complete 
failures thus far in attempting to desensitize these patients by specific measures. 
I believe it is necessary to continue to study these allergic patients in this manner 
until a more fundamental method of investigation is discovered. 


Case 21. BeEniGN MELANOSIS; METALLIC PIGMENTATION ? 


This woman, aged 25, first noticed a blue spot on the left temple when she 
was 17. Since then there has been a gradual extension to the eyelid and eyeball. 
She has had treatment with ultraviolet radiation and some “bleaching packs ;” 
silver nitrate has never been used in the eye, although the throat has been painted 
with it twice. No occupational factors have been elicited. 

\ bluish pigmentation now involves the region of the left temple, eyelid and 
eyeball. The left cheek is depressed, but no hemiatrophy is present. The lesion 
stops at the hair line, and the eyebrow is not involved. There are several lentigines 
scattered irregularly; the mucous membrane is clear. On ophthalmologic exam- 
ination the bulbar conjunctiva showed no involvement and the cornea was clear; 
the chamber was of normal depth. There was a velvety, dark brown appearance 
f the whole left iris except for a sector 3 or 4 mm. wide at 6 o'clock. 

Histopathologic examination showed increased melanin pigmentation, at first 
glance resembling that of a blue nevus with numerous dendrite-like cells in the upper 
portion of the cutis. Dark-field examination, however, revealed much of this pig- 
ment to be highly refractile and indicated the presence of some type of heavy 
metal. The granules were not as fine as silver granules, nor was there any deposit 
in the propria of the sweat glands or in the sweat ducts. As in a case of pigmen- 
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tation supposedly due to cold cream previously observed, some of these refractile 
particles seemed to parallel or merge with the elastic fibers, but they were much 
too fine for ordinary deposits of rhercury. In a case in which the lesion 
presented a similar histologic picture, tin was thought to be an etiologic factor and 
was found in large quantities in a silk scarf worn by the patient. I do not believe 
this lesion is a blue nevus and it is not argyria. A microscopic diagnosis was made 
of heavy metal pigmentation plus increased melanin pigmentation. 


DISCUSSION 

Dr. SAMueL E. Sweitzer, Minneapolis: I am not very experienced in looking 
at sections and could not see the objects which Dr. Montgomery described. I think 
the lesion looks more like a nevus than like metallic deposits. The only reason 
that I have come to this conclusion is that the pigmentation is localized to one 
side, and if it were metallic it would extend over a larger area than the lid and 
the temple. 

Dr. Paut A. O'Leary, Rochester: In the differential diagnosis of this con- 
dition we thought of benign melanosis, blue nevus and a metallic or occupational 
pigmentation. There were no other significant differential possibilities. The pig- 
mentation was first noted when the patient was 17 and has been progressing toward 
the right side, more rapidly within the last year. The involvement of the cornea 
also has become more marked during the last year. The demonstration by dark- 
field examination of what we interpret as heavy metal has confused the diagnosis, 
which we formerly felt was blue nevus. 


Case 22. ANGIOMA SERPIGINOSUM. 


This married woman, German, aged 66, entered the clinic on April 17, 1934, 
complaining of a more or less generalized eruption of twelve months’ duration. 
She first noticed a few “small red spots” on the right ankle, which within a month 
spread by the formation of new lesions over the entire body except the face, hands 
and feet. She complained of moderate itching but was principally concerned over 
the recent appearance of new lesions on the face. 

General examination revealed nothing abnormal except a quiescent duodenal 
ulcer. Determinations of the bleeding and clotting time and other differential 
studies of the blood disclosed nothing pathologic. From a distance the patient’s 
skin has a mottled and purpuric appearance. Closer examination, however, shows 
ihat this is due to the occurrence of groups of fine, bright red macules, with areas 
of central clearing, giving rise to the annular and gyrate appearance. There are 
a few areas of scaling with slight lichenification. An infra-red photograph dis- 
closed that the larger veins are not included, unless by chance, in the areas of most 
marked involvement. Histopathologic examination of a section of skin disclosed 
parakeratosis, spongiosis, liquefaction necrosis of the basal cell layer, dilated 
capillaries and other blood vessels, with some endothelial proliferation and mod- 
erate perivascular infiltration. There was no diapedesis of the erythrocytes or 
hemorrhage, and the iron stain was negative for hemosiderin, thus ruling out 
purpura annularis telangiectodes and Schamberg’s disease. 


DISCUSSION 


Dr. SAMUEL E. Sweitzer, Minneapolis: I was greatly pleased when I received 
the Proceedings of the Staff Meetings of the Mayo Clinic (9:269 [May 9] 1934) 
containing the report of this case. However, today the condition looks more like 
a cousin of Schamberg’s disease. I cannot subscribe to the diagnosis presented. 

Dr. Henry E. Micnerson, Minneapolis: I have no clearcut conception of 
Hutchinson’s angioma serpiginosum. I have read and reread the description in 
Crocker’s book and Dr. Wise’s article, and had I seen this patient I must confess 
I should not have called the condition angioma serpiginosum. I have seen similar 
conditions confined to the legs only, and in a recent article by Wolfgang Knierer 
a case is reported which is comparable (Erythrocyanosis Crurum Puellaris tber- 





SOCIETY TRANSACTIONS 413 


lagert durch Pigmentatio racemosa, Dermat. Wchnschr. 99:1015 [Aug. 4] 1934). 
It seems to me that there must be a constitutional reason for such a widely 
spread disturbance about the blood vessels. 

Dr. Paut A. O’Leary, Rochester: I wish to call attention to the fact that 
the blood factors, such as bleeding time, clot retractility and platelet count, were 
all within normal limits. 

Dr. HAMILTON Montcomery, Rochester: The lesions are not as prominent 
today as when we first saw the patient, but new lesions have developed at times. 
I am not aware that cases of spontaneous involution of lesions of angioma 
serpiginosum have been reported. It is possible this patient has senile purpura, 
but even then one would expect diapedesis of the red blood cells and deposits of 
hemosiderin. The histopathologic picture in this case fits in with the description 
of Gans and others of angioma serpiginosum. 


CasE 23. ARSENICAL EPITHELIOMA; ARSENICAL KERATOSES; INTRA-URETHRAL 
EpITHELIOMA. 


This man, aged 49, has multiple epitheliomas of the arsenical type. This case 
is reported in detail as case 2 in an article by Dr. Montgomery (Arsenic as an 
Etiologic Agent in Certain Types of Epithelioma: Differential Diagnosis from, 
and Further Studies Regarding, Superficial Epitheliomatosis and Bowen’s Disease, 
Arcu. Dermat & Sypu., to be published). 


DISCUSSION 


Dr. Paut A. O’Leary, Rochester: This patient had an arsenical epithelioma 
on the sole of one foot in 1927. Amputation was recommended, but the patient 
would consent only to excision of the lesion. This lesion has shown no evidence 
of recurrence after seven years. This is worthy of comment in that squamous cell 
epithelioma of the soles and palms is usually highly malignant. In 1934 a squamous 
cell, intra-urethral epithelioma, grade 3, was removed by a partial amputation 


of the penis. Other epitheliomas are now developing on the shoulders. 


Dr. Hamitton Montcomery, Rochester: The patient today presents on the 
trunk several early lesions of the arsenical type of epithelioma characterized by a 
verrucous crusting. They lack the fine threadlike, elevated border of the lesions 
of superficial epitheliomatosis. All the lesions studied histologically in this case 
have been squamous cell epitheliomas of grades 1 to 4, with various phenomena 
of individual cell keratinization and changes resembling those of Bowen’s disease. 


Case 24. ParapsoriAsis (Pityriasis LICHENOIDES CHRONICA) ; PARAPSORIASIS 
LICHENOIDES ET VARIOLIFORMIS ? 


This man, aged 52, first noticed a lesion in the axilla two years ago. At the 
same time there was a generalized eruption of discrete, scaling erythematous 
papules and plaques. Histologic studies revealed a picture consistent with the clin- 
ical diagnosis of pityriasis lichenoides chronica but did not confirm the diagnosis. 


DISCUSSION 


Dr. Joun F. Mappen, St. Paul: My interpretation of this condition is that 
it is a mycotic dermatitis of the feet with a trichophytid of the body. The patient 
says that he had a dermatitis between the toes for about a year before he had any 
other eruption. The eruption on the trunk appears only in the summer when the 
lesions on the feet are worse. As the weather becomes cooler in the fall the 
eruption on the feet becomes less marked and the lesions on the trunk disappear 
entirely. I think that if the feet are treated strenuously with a strong fungicide 
the eruption on the trunk will probably involute spontaneously. 


Dr. Hamitton Montcomery, Rochester: We thought of the diagnosis sug- 
gested by Dr. Madden, but repeated scrapings from the feet failed to yield fungi, 
and no fungi were demonstrable in the section. 
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Dr. SaAmMuet E. Sweitzer, Minneapolis: I agree with Dr. Madden in his 
diagnosis and suggest that the condition on the body in areas looks like a seborrheic 
eczema which may have been aggravated by ringworm. The histologic picture is 
not that of a seborrheic eczema but is something like it. There are large areas 
which, because of the scrubbing, are hard to classify, but they are a little too large 
to be ordinary trichophytid. Most trichophytids are smaller, and some of these 
areas are as large as those seen in eruptions of the papular type. I think the entire 
condition is due to ringworm of the feet. 

Dr. Henry E. Micuetson, Minneapolis: I do not consider this to be the 
acute necrotic type of parapsoriasis, but I nevertheless suggest an exfoliative treat- 
ment with a compound sulphur ointment. 

Dr. Hamitton Montcomery, Rochester: The erythema the patient shows 
today is the result of an irritation from an ointment containing 5 per cent 
ammoniated mercury, which has resulted in the development of exudative eczematoid 
lesions. 
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A Case For Dracnosis (Lupus ErytHematosus?). Presented by Dr. ISAporE 
ROSEN. 

This girl, aged 17, states that she had a severe sunburn of the face, chest and 
upper extremities in June 1934. The condition slowly improved, and after a few 
weeks she was entirely well. During the latter part of August, while on her vaca- 
tion, she was again exposed to the sun’s rays, following which an eruption similar 
to the first appeared on the face, ears, chest, upper extremities, hands and upper 
part of the back. There was little involvement of the lower extremities. 

On admission to the clinic on October 8 she presented an eruption on the face 
resembling dermatitis venenata. The eyes were puffed and markedly edematous, and 
the skin over the involved areas was greatly swollen and showed evidence of 
vesiculation. The lesions on the chest and upper part of the arms were ery- 
thematous, and some of them were hemorrhagic. They varied in size from that 
of a pea to that of large coin; some were macular; others were papular or fused 
to form patches. Hemorrhagic lesions were present on both palms and on the 
finger-tips. The patient had a temperature of 100.5 F. at the time of admission. 
The clinical diagnosis on account of the history and of the severe sunburn was 
lupus erythematosus. 

DISCUSSION 

Dr. Frep Wise: As a choice between toxic erythema and acute lupus erythe- 
matosus, I select the latter diagnosis because of the appearance and distribution of 
the lesions. Careful blood counts should be made and examination of the viscera 
carried out, especially with respect to possible splenic disturbances. 

Dr. Max Scueer: This eruption seems to point to sensitization to light. Most 
of the eruption is in the area of the “tan.” This indicates a toxic eruption due to 
sunlight and probably lupus erythematosus, which sometimes occurs after exposure 
to sunlight. 

Dr. S. M. Peck (by invitation): In the last four years I have seen many 
patients with conditions like this at the Mount Sinai Hospital. Too often the dis- 
ease is labeled lupus erythematosus disseminatus without further consideration. 
It must be borne in mind that there is a difference between disseminated lupus 
erythematosus which appears after chronic lupus erythematosus, usually on the 
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face, and acute lupus erythematosus-like lesions which appear without preexisting 
lesions on the skin. The latter is often associated with bacterial endocarditis and 
with certain septic states and has nothing to do with lupus erythematosus dissem- 
inatus; the former is an expression on the skin of a usually fatal systemic dis- 
order. In this disease typical lesions appear in the internal organs, especially in 
the kidneys. 

Dr. Howarp Fox: I agree with Dr. Wise that this is probably a case of lupus 
erythematosus disseminatus, and I think that the palmar lesions do not lessen the 
probability of this diagnosis. The duration—six weeks—indicates lupus erythematosus 
rather than a toxic eruption. Histologic examination would be helpful, and an 
examination of the blood would be likely to show leukopenia if the eruption is 
lupus erythematosus disseminatus. 

Dr. E. Witt1aM Asramowitz (by invitation): I am inclined to agree with 
the diagnosis of lupus erythematosus of the acute disseminated type. Patients with 
that malady are proverbially known to be extremely sensitive to the rays of the 
sun. In my experience, the acute disseminated type of lupus erythematosus 
expresses a severe and usually fatal septic poisoning and is not to be confused 
with the cutaneous manifestations occurring in the Libman-Sacks disease, which 
is associated with some form of endocarditis. It is difficult to demonstrate the 
cause of the septic process during the life of a patient with acute disseminated 
lupus erythematosus. 

Dr. IsaporE Rosen: This patient was presented because of the close resem- 
blance of the eruption to erythema multiforme. Often cases of acute lupus ery- 
thematosus begin with features identical with those of erythema multiforme, and 
it is very difficult to make an absolute diagnosis in the early stages. 


EPIDERMOLYSIS BULLOSA AND HERPES ZOSTER GENERALISATUS. Presented by Dr. 
Georce C. ANDREWS. 


I. L., aged 11 years, was seen at the Vanderbilt Clinic on Sept. 12, 1934, with 
an eruption on the left shoulder of one week’s duration. A group of confluent 


vesicles on a highly erythematous base was noted. There were a few satellite 
vesicles near this lesion on the shoulder. A diagnosis of herpes zoster was made. 
The lesion cleared up in two weeks. The patient was seen again on Oct. 5, two 
weeks after the zoster had healed, at which time the trunk showed an eruption 
of vesicles the size of a match head, each on an erythematous base; the distribution 
was typically varicelliform. On the legs, feet, hands and arms there was an erup- 
tion of shotty vesicopapules with little reaction about the lesions. 

The patient has had epidermolysis bullosa since birth. A few large bullae 
in the process of healing may be noted on the ankles. 


DISCUSSION 

Dr. Howarp Fox: There can be no doubt as to the presence of epidermolysis 
bullosa with typical bullae and changes in the nails. It is difficult, however, to 
judge the nature of the vesicular eruption, which has doubtless changed in appear- 
ance during the past few days, though lesions characteristic of varicella are said 
to have been present at the outset. While I have seen a number of patients with 
herpes zoster with more or less profuse aberrant lesions, these lesions have always 
occurred simultaneously with the zoster. I know of no case in which such lesions 
appeared two weeks after the disappearance of the zoster. 

Dr. JosepnH J. Etter: Recently I saw an aberrant type of herpes zoster. The 
thigh was affected by a typical herpes zoster, and there was a history of neuritis. 
In addition, there were scattered bullae on the forehead and on both hands. 

Dr. Mrnran B. PAROUNAGIAN: I have seen three or four cases of generalized 
vesicles, but in all these cases the vesicles occurred during active zoster. I do 
not know of any case in which these lesions appeared two weeks after the zoster 
had cleared. A report of Dr. Herman Goodman and myself of a perfect example of 
this disease was published in the Arcuives (7:439 [April] 1923). 
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Dr. Marion B. SuLZBERGER (by invitation): I have seen cases of herpes zoster 
which have become generalized. I have also seen disseminate herpes simplex and 
herpes simplex folliculitis, as well as sycosiform herpes simplex. Since herpes 
simplex may be zosteriform, in doubtful cases the Griitz method of inoculation 
of the cornea of a rabbit is necessary for a definite diagnosis. There may now be 
a new method of distinguishing between the viruses of these diseases in the work 
to which Dr. Wise has referred. Herzberg reported successful staining of elemen- 
tary bodies in virus by means of the simple stain Victoria blue R4. He claimed 
that in this way it is possible to show the identity of the virus of chickenpox and 
that of herpes zoster, the identity of pox, variola and vaccinia and the identity of 
herpes simplex and encephalitis epidemica and to differentiate these groups. The 
work is sufficiently important to recommend it for careful check up by derma- 
tologists. (An abstract of the article by Herzberg is published in the Year Book 
of Dermatology and Syphilis, Chicago, Year Book Publishers, 1934.) 

Dr. Frep Wise: Does any one regard the vesicular lesions that this patient 
presents as manifestations of epidermolysis bullosa? 

Dr. Marion B. SULZBERGER (by invitation): I had a patient with epidermolysis 
bullosa in whom ingestion of iodine produced an eruption similar to that shown 
by this boy. The phenomenon could be repeated twice. Furthermore, patch tests 
with potassium iodide produced small bullae. 

Dr. Georce C. ANprEws: The eruption is typically varicelliform. The most 
interesting feature of this case is the lapse of time between the disappearance of 
the herpes zoster and the appearance of the generalized varicelliform eruption. 
I do not believe that these conditions have any connection with the epidermolysis 
bullosa. 


DERMATITIS EXFOLIATIVA. Presented by Dr. Frep WIsE. 


J. M., a man aged 62, first applied for treatment at the clinic of the New 
York Post-Graduate Medical School and Hospital on Aug. 7, 1934. At that time 
he presented a generalized eruption covering practically the entire body. The 


skin was uniformly reddish brown and was definitely infiltrated and edematous. 
There was marked scaling on the back, buttocks, thighs, forearms and back of 
the hands. The blood count, chemical examination of the blood and urinalysis 
gave results within normal range. A determination of arsenic in the blood showed 
0.038 mg. per hundred cubic centimeters. 

The history reveals that for the last fourteen years the patient has had eczema 
in the gluteal folds. About eight months ago itching developed between the toes. 
Examination for fungi gave negative results. Three months ago severe itching of 
the scrotum and of the glans penis set in; following immediately on this, pinhead- 
sized lesions developed on both thighs, and this was diagnosed as psoriasis or 
parasitic eczema. These lesions rapidly became confluent and spread over the 
entire body. The skin became scaly and infiltrated. This reaction was accom- 
panied by intense pruritus. For the past six months the patient has taken about 
two hundred tablets of fused silver nitrate. He also takes erythrol tetra-nitrate 
occasionally. 

There is now a universal exfoliating dermatitis characterized by infiltration and 
palpable thickening of a dusky reddish-brown integument resembling pityriasis 
rubra of Hebra and accompanied by severe and constant pruritus. 


DISCUSSION 


Dr. Georcr C. ANprews: I should like to see some other examinations made, 
such as a biopsy and roentgen examination of the chest. Hodgkin’s disease must 
be considered. I think that the question of arsenic as a cause ought to be investi- 
gated thoroughly. I think that roentgen treatments should be given in subfrac- 
tional doses. 

Dr. Mrnran B. ParouNAGIAN: My associates and I have a patient in our 
ward at Bellevue Hospital with a condition similar to the one shown by Dr. Wise’s 
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patient. A member of the staff suggested medication with mild mercurous chloride, 
4 grain (0.032 Gm.) every fifteen minutes up to a total of 2 grains (0.13 Gm.) 
followed by saline solution. There was a marked improvement, but it did not 
last long. The skin became almost normal; the itching subsided; however, the 
eruption recurred in a short time. 

Dr. Davin L. SatensteIn: The patient’s skin is water-logged. I recommend 
dehydration by any one of the therapeutic agents employed for that purpose, admin- 
istration of arsenic to the point of tolerance and locally some sedative therapy. 

Dr. Lupwig OuLMANN: All dermatologists know that such eruptions are 
stubborn to treatment, and they have to try to discover the etiology of the disease 
and to treat it accordingly, internally and externally. Members of the staff of the 
New York Skin and Cancer Hospital have shown a number of patients with 
similar dermatitic eruptions which were found to be aggravated by metals 
other than arsenic. On the other hand, arsenic may be beneficial in cases 
in which the lesions are associated with changes in the blood. Some patients 
show improvement in the condition following the use of mild salves; others cannot 
stand any fat and have to be treated with lotions or powders. Medicated baths 
are often helpful and alleviate the itching. The main thing is to investigate any 
possible underlying causes and allergic manifestations. 


Dr. J. FRANK Fraser: I think that the patient should be hospitalized and a 
blood count and biopsy made. The fact that there is no adenitis does not preclude 
the possibility of some form of lymphoblastoma, possibly mycosis fungoides. 

Dr. Howarp Fox: All dermatologists are familiar with eruptions of this kind, 
and whether one speaks of them as dermatitis exfoliativa or universal scaling 
erythroderma, it is usually difficult to recognize their true nature. Not only is 
the underlying cause difficult to ascertain, but the treatment is extremely unsatis- 
factory. In most of the cases nothing is learned from examination of the blood 
or histologic examination of excised lymphatic glands. One looks for changes 
of leukemia and Hodgkin’s disease but seldom finds them. At times there is a 
terminal leukemia and, as in one patient I saw at Bellevue Hospital, terminal 
Hodgkin’s disease. Erythroderma psoriatica has a similar appearance, though I 
understand that this patient had no lesions of psoriasis before the eruption became 
universal. For patients who have shown arsenic in the urine I have used sodium 
thiosulphate but have had no success. Recently I have tried large doses of iron 
and ammonium citrate; this treatment brought favorable results in a patient with 
multiple neuritis due to arsenic treated by a colleague. The results I obtained 
were only temporary. 

Dr. E. Witt1AM AsBrAMowi!tz (by invitation): I look on this disease of the 
skin as an expression of some focus of infection. My assumption is based on a 
small number of cases in which benefit was derived from duodenal lavages which, 
in turn, revealed some disturbance of the liver or gallbladder. Even in patients 
who had retained a considerable amount of arsenic the effects on the skin seemed 
to result not from the arsenic per se but from the condition of the liver caused 
by the drug or perhaps from the awakening of some latent hepatic infection. I 
therefore suggest that further studies be made to determine whether or not this 
patient has hepatitis or cholecystitis. 

Dr. Frep Wise: I am grateful for the expressions of opinion. I think that 
Dr. Satenstein’s suggestion as to injections of dextrose and dehydration should 
be carried out. I was unable to find any other evidences of disease in this case. 
This is the kind of case on which I wanted an opinion as to treatment. The 
ordinary hospital physical examination and the blood count showed no abnormal- 
ities. I shall try to follow the suggestions and report at the next meeting. 


PusTUuLAR PsorIASIS OF THE HANDS AND Feet. Presented by Dr. ISAporE Rosen. 


A. B., a woman aged 23, a telephone operator, was seen in June 1934 with an 
eruption of the hands and feet. At the time of admission the condition had been 
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present for two months. The clinical examination of the affected areas revealed 
a sharply outlined, erythematous, scaly, vesicopustular eruption involving the plantar 
surfaces of both feet, the lesions extending somewhat between the toes. The palms 
showed a similar condition. The color of the base and the character of the scale 
caused a suspicion that the condition was not dermatophytosis but some form of 
psoriasis. The patient also had two or three sharply outlined patches on the 
scalp which were suggestive of psoriasis. These had been present for some time, 
and there was no evidence of seborrhea on the unaffected areas of the scalp. 

Repeated microscopic examination of the scales from the hands and feet for 
fungi and repeated cultures gave negative results. 


DISCUSSION 

Dr. J. FRANK Fraser: Some of the scaly lesions on the soles are suggestive 
of psoriasis. I agree with the presenter’s diagnosis. 

Dr. GeorGe C. ANpREws: This case is suggestive of the diagnosis as presented. 
I believe that in most of the cases in which the diagnosis of pustular psoriasis 
is given at presentation not enough work has been done to confirm the diagnosis. 
The term pustular psoriasis, in my opinion, is applied too widely and in many 
cases in which the typical lesions of psoriasis are not present. The cases of 
pustular bacterid in which I have been interested have been studied for months 
in an attempt to establish the cause of the condition. Blood counts and biopsies 
and cutaneous tests with staphylococcus and streptococcus toxins should be made. 
The effect on the cutaneous lesions of infection and of removal of the tonsils should 
be studied. 

Dr. Lupwig OutMANN: As I stated in previous meetings, I agree with Dr. 
Andrews that not in every case should a pustular eruption of this kind be called 
psoriasis. The third case mentioned by Dr. Andrews may be due to a slight 
traumatism. In this case I agree with the diagnosis of pustular psoriasis. I wish 
to ask Dr. Andrews if in his cases the lesions always started simultaneously on 
the palms and soles, as I remember a case in which originally only one palm was 
affected. The disease then spread to the other palm, and finally the soles became 
involved. 

Dr. Marion B. Sutzpercer (by invitation): Is it the impression of the 
members that pustular psoriasis is not curable unless a focus of infection is 
removed? That is not my impression. I believe that sometimes external applica- 
tion of chrysarobin (in very mild strength, not more than 1 per cent in a mild 
resorcinol paste) and arsenical medication up to the point of toleration effect a cure. 
Since psoriasis is supposed by some dermatologists to be a type of “id,” the clear- 
ing up of such eruptions on the hands after the removal of a focus would not 
necessarily disprove their psoriatic nature. I am certain that the members have 
all seen patients with ordinary psoriasis cured (at least as to the disappearance 
of the dermatosis) after all manner of surgical procedures, such as appendectomy, 
cholecystectomy, tonsillectomy, operation on the sinuses, etc. 


Dr. Frep Wise: I have seen numerous persons presented as having pustular 
psoriasis, but when I try to remember how many patients with pustular psoriasis 
I have treated personally, I can think of only three. Very few of the members, 
I think, have had sufficient personal experience with such patients to answer the 
questions brought up. I agree with Dr. Andrews that one is not justified in making 
a diagnosis of pustular psoriasis unless one knows that the patient or member of 
the family has or has had ordinary psoriasis. If the disease is hereditary, I should 
be much more inclined to accept the diagnosis of pustular psoriasis in a patient 
with lesions like the ones under discussion. 

Dr. Georce C. ANpREws: If the cutaneous lesions clear up permanently after 
removal of the tonsils, would they still be called psoriasis? The diagnosis of 
psoriasis certainly has not yet been established in this case. 
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Dr. S. M. Peck (by invitation): At the meeting of the Section on Dermatology 
and Syphilology of the Medical Society of the State of New York in 1934 I saw 
a number of the slides of lesions of pustular psoriasis which Dr. Andrews and 
also Dr. Bloom showed from their cases. The pustular eruption which Dr. Andrews 
diagnosed as bacterids histologically resembled the epidermophytids which I pre- 
viously described. Dr. Bloom’s patients, on the other hand, showed in many 
instances a typical picture of psoriasis with pustules which I interpreted as 
microscopic Monroe abscesses. 

Dr. IsaAporE Rosen: I presented this patient because of the close resemblance 
of the lesions to dermatophytosis. Often such a condition is diagnosed as dermato- 
phytosis and treated as such. When the patient was first seen there were distinct 
vesicles associated with pustules. Whether these were due to treatment or were 
a part of the underlying process I cannot say. 


Lupus EryTHEMATOSUS AND Lupus Vutcaris. Presented by Dr. MiHran B. 

PAROUNAGIAN. 

P. G., a girl aged 19, born in the United States, whose occupation is house- 
work, was admitted to the clinic for cutaneous diseases of the Bellevue Hospital 
on Sept. 30, 1931. The disease began about three and a half years ago with an 
eruption on the bridge of the nose. Shortly after this a lesion appeared on the 
right side of the chin and then some similar lesions appeared on the upper part 
of the right arm. On the upper part of the right arm, adjacent to the lesions just 
mentioned there is a lesion which appeared in early childhood and apparently has 
altered little in the succeeding years. In fact, the patient is certain that it is a 
“birthmark,” as she has had it as long as she can remember. 

The lesion on the bridge of the nose is erythematous and on closer inspection 
reveals areas of atrophy, patulous follicles and adherent scales. On the right side 
of the chin all one can see now is a slightly depressed and pigmented scar. On 
the upper part of the right arm there are at least three distinct lesions, all similar 
in appearance. They are depressed and atrophic centrally and erythematous at 
the margins, with a small amount of telangiectasia. A moderate amount of super- 
ficial scaling is present, but no patulous follicles are seen. On the upper part of 
the right arm there is a smooth, raised, brownish-red, irregularly ovoid lesion 
about the size of a 5 cent piece; it is firm on palpation and shows some fine 
scaling at the top. No ulceration or atrophy is present. This lesion is regarded 
as one of lupus vulgaris. The Wassermann reaction was negative. The urine 
showed faint traces of albumin. 

Eleven injections of gold sodium thiosulphate (0.05 Gm.) were given in 1931. 
The lesions on the chin healed, and the others improved. In 1932 and 1933, eighteen 
more injections of the gold preparation in varying doses produced marked improve- 
ment in all the lesions except the one described as a “birth mark.” Later the 
lesions recurred, and the patient was given more injections of gold preparation. 
The young woman is presented because she presents two types of lupus. I intend 
to have the lesion of lupus vulgaris excised surgically, as it is so small, and a 
microscopic examination of the specimen will be made. 


DISCUSSION 

Dr. Frep Wise: I agree with the diagnosis as presented. 

Dr. JosepuH J. Errer: I agree from the clinical standpoint. I should like to 
know whether the lesions have been examined microscopically. 

Dr. Davin L. SATENSTEIN: I agree with the diagnosis of lupus erythematosus. 
As to the lesion on the upper part of the arm, I should prefer to have the diagnosis 
of lupus vulgaris corroborated by microscopic examination. Other conditions are 
possible, such as Boeck’s sarcoid and hemangiolymphangioma. 

Dr. Mrnran B. Parounacian: I did not wish to make a biopsy because I 
wanted to have the lesion of lupus vulgaris removed surgically and then have 
sections made. 
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A Case ror Dracnosts (Morsus Princie?). Presented by Dr. Minran B. 
PAROUNAGIAN. 


Mrs. K., aged 36, is presented because of lesions about the toe-nails of both 
feet. These lesions appeared during her first pregnancy, about fourteen years ago, 
starting on the great toe of the right foot and subsequently spreading to all the 
other toes. Coincidentally there appeared marked alterations in the toe-nails. 
About seven years ago, when the patient was pregnant for the third time, she 
suffered a third degree burn (fire) on the back and was bedfast for about three 
months. Soon after this the finger-nails became deformed and irregular. In 
the past six years the patient has had epileptiform seizures accompanied by 
unconsciousness. 

She has had three pregnancies; the three children are alive and well and 
exhibit no cutaneous or nervous abnormalities. The patient states that no member 
of her family has had any similar disease. Her father died of pulmonary 
tuberculosis. 

The toe-naiis present a remarkable picture. The nails of both little toes are 
absent, and their site is taken up by smooth, firm, fleshy, pedunculated growths, 
which seem to spring from the nail bed beneath the cuticle. All the other toes 
have one or more of these pedunculated growths, which seem to arise in every 
case from the subcuticular region. The growths vary in diameter from about 
1 to 10 mm., the larger ones being on the great toes and grossly resembling 
fibromas. On the great toe of the left foot two lesions have worked their way 
anteriorly and protrude from beneath the free border of the nail in a wormlike 
manner. The toe-nails are extremely deformed, presenting vertical ridging, unusual 
pliability and irregular fragmentation. 

The finger-nails are all grossly deformed, simulating closely the appearance of 
the toe-nails, but there are less marked growths present. The cuticle here seems 
puffy, resembling the condition one sees in chronic paronychia. 

On the face, chiefly in the middle third about the nasolabial folds, there are 
from fifteen to twenty pinhead-sized to lentil-sized firm papules; most of these 
are skin-colored, but some are distinctly red; the latter appear to have telangiectatic 
vessels at their summits. A few less distinct lesions are present on the forehead. 
The Wassermann test was negative. 

The patient will be observed further; biopsy and neurologic examinations will 
be made and reported on later. 

DISCUSSION 

Dr. Frep Wise: The coexistence of adenoma sebaceum of the face, verrucae 
and fibromas of the periungual and subungual regions of the fingers and toes and 
tuberous sclerosis has been named morbus Pringle by European dermatologists. 
I have encountered two patients with such a condition in the past few years; one 
of them was presented at one of the meetings of the Philadelphia Dermatological 
Society. 

Dr. Howarp Fox: It is most unlikely that this condition is ringworm of the 
nails, not only on account of the appearance of the nails but because it is extremely 
rare for all the finger-nails and toe-nails to be affected by ringworm. Furthermore, 
that condition, I believe, has occurred almost exclusively in men. 


A Case For Dracnosits (Pityrtasis LIcHENOIDES ET VARIOLIFORMIS ACUTA? 
Psortasis?). Presented by Dr. Isapore Rosen. 


M. D., a schoolboy aged 16, born in New York, was perfectly well up to the 
age of 12, when cutaneous lesions which were diagnosed as psoriasis developed. 





SOCIETY TRANSACTIONS 421 


These improved from time to time but never disappeared. About three months 
ago there developed a generalized eruption which included the face and consisted 
of superficial brownish-red scaly lesions of various sizes which were especially 
marked on the flanks, thighs, back and inner surfaces of the upper extremities. 
There were also discrete vesicular lesions with a slight crust in the center. The 
patient had numerous vesicular lesions on both palms and scaly lesions on the wrists 
which strongly suggested scabies. All attempts to demonstrate Acarus have failed. 
The eruption has persisted to the present time. Here and there lesions resemble 
guttate psoriasis. The results of the physical examination were normal; the patient 
complains of no subjective symptoms either during the day or at night. The father 
and two uncles have had psoriasis. 
DISCUSSION 


Dr. Georce C. ANprEws: I agree with the diagnosis as presented. One has 
to exclude scabies by microscopic examination. The distribution of the eruption 
on the extensor surfaces and the infiltrated character of some of the papules sug- 
gest pityriasis lichenoides et varioliformis acuta. 

Dr. Max ScuHeer: I believe that this boy may have psoriasis and, in addition, 
a more recent parapsoriasis. 

Dr. ANDREW J. GitmourR: I agree with the diagnosis of psoriasis. The itching 
may be caused by an urticarial skin, as stroking the back caused slight dermo- 
graphism. 

Dr. JosepH J. Etter: I am inclined to agree with the diagnosis of pityriasis 
lichenoides. 

Dr. Howarp Fox: The diagnosis in this case is, I think, very difficult. It 
is likely that all the lesions represent a single disease, and for this reason the 
presenter’s diagnosis should be seriously considered even though no definite vesicles 
are apparent. Many of the lesions are like those of psoriasis, and others suggest 
scabies. Furthermore the location is mostly that of scabies. There is, however, 
too little evidence of scratching for scabies. The proper procedure, I think, would 
be to examine the finger webs for acarids and if none are found to give the patient 
a course of inunctions with a sulphur ointment. If the eruption disappears promptly 
the evidence against the presenter’s diagnosis will be strong. 
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Utcerative Sarcomw. A Distinctive Form or CUTANEOUS TUBERCULOSIS IN 
Necroes. Presented by Dr. J. V. Kitauper and Dr. F. D. Werpman. 


This Negress, aged 19, was presented in March 1934 as exhibiting sarcoid of 
30eck of two years’ duration. The picture has changed and at present conforms 
to the type of cutaneous tuberculosis originally reported on as “Multiple Sarcoid- 
like Granulomas of the Skin of Undetermined Nature” (Klauder, J. V.: Arcu. 
Dermat. & Sypn. 12:17 [Aug.] 1925. Klauder, J. V., and Weidman, F. D.: 

ibid. 13:675 [May] 1926). 

There are scattered flat, crusted lesions on the scalp without loss or thinning 
of the hair, and the face shows a small number of papules. On the trunk and 
extremities are firm papules, nodules and scaly plaques, more on the posterior 
than on the anterior surface of the trunk and more on the extensor than on the 
flexor surfaces of the extremities. The lesions are not deeply situated or notably 
infiltrated. Their surfaces show central ulceration, scaliness or thick crusting. 
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The psoriasiform character of the lesions is much less pronounced than in our 
original case. On the sides of the chest and neck the lesions assume a linear 
arrangement. 

The lymph nodes are enlarged to about the size of almonds. Kerato-iritis is 
present in one eye and is regarded as tuberculous. There is quiescent tuberculosis 
of both lungs. Roentgen examination of the hands shows the bones to be normal. 
The Wassermann reaction was negative. Microscopic examination of a cutaneous 
lesion revealed caseation necrosis with a surrounding tuberculous cellular reaction. 
Microscopic examination of a node showed simple and confluent miliary tubercles 
composed almost exclusively of epithelioid cells and fibroblasts, some containing 
centrally placed giant cells of the Langhans type. 


DISCUSSION 

Dr. J. V. Kiauper: This patient and the first patient Dr. Weidman and I 
reported on show, we believe, distinctive forms of cutaneous tuberculosis occurring 
chiefly in Negroes. It is well known that there are considerable variability and 
multiformity in the cutaneous picture of tuberculosis; there are variant eruptions 
the clinical type of which it is difficult to designate exactly. When, however, a 
variant form of eruption assumes distinctive features, one is justified in regarding 
it as an entity. As more cases of the eruption now discussed are reported and 
distinctive features are consistently maintained, it begins to appear that the erup- 
tion attains an entity. 

Other cases of this type of eruption have been reported by Crawford (Cutaneous 
Nodulodiscoid Tuberculosis of the Anergic Type, Arce. Dermat. & Sypu. 
27:766 [May] 1933), who has reviewed ten other possible cases presented at 
meetings of different dermatologic societies; by Rauschkolb (Tuberculosis of the 
Skin, Arcu. Dermat. & Sypu. 23:155 [Jan.] 1931), Nomland (Hematogenous 
Cutaneous Tuberculosis (Sarcoid) in Negroes, Arca. Dermat. & SypH. 30:59 
[July] 1934) and Maschkilleisson and Jakubson (Zur Klinik des Boeckschen 
Sarkoids, ein Fall von diffus-infiltrierenden, teilweise erythrodermatischen Form, 
Dermat. Wchnschr. 98:718, 1934). 

In the type of eruption now discussed the involvement of the scalp, the ulcera- 
tion of the lesions, their psoriasiform character and the tendency to follow the 
lines of cleavage of the skin are characteristic features, differing from the picture 
of sarcoid of Boeck. Sarcoid of Boeck is said never to ulcerate (Volk, Darier, 
Kissmeyer), and it rarely involves the scalp. The histologic picture of the con- 
dition under consideration, moreover, unlike that of sarcoid of Boeck, is that of a 
bacillary tuberculosis as it commonly affects the viscera, namely, central necrosis 
of the tubercles and the presence of Langhans’ giant cells. 

How should the eruption be designated, and to what clinical type of cutaneous 
tuberculosis does it belong? 

Dr. F. D. WetpMan: Cases of this type of eruption are beginning to be rec- 
ognized more and more in the United States; Dr. Klauder is pursuing the subject 
actively. Of one thing I am uncertain, namely, whether this particular form of 
tuberculosis of the skin (because that is what it is) has been already described 
under another name. From the records that I have read of Boeck’s original 
description of sarcoid, I think that this condition could be included under sarcoid 
of Boeck, but I think that Boeck went too far and included a condition which 
was definitely different from the other larger groups that he constructed. Such 
things as Dr. Klauder has cited, namely, the psoriasiform character of the lesions 
and their proneness to ulcerate (unlike Dr. Klauder, I should add the marked 
adenopathy), are, I think, enough to separate this type from the sarcoids as 
Boeck originally described them. The histologic picture, too, is different. The 
matter of psoriasiform lesions is important; the members may remember the case 
to which Dr. Klauder just referred as the original case. The condition was 
thought by some members to be psoriasis when the patient first presented herself 
at the clinic, but that was indeed a very superficial diagnosis. Some regarded it 
as a psoriasiform syphilid. I think that this is a separate clinical as well as 
etiologic entity. 
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Dr. S. S. GREENBAUM: The curious feature of these cases is that they have 
occurred in Negroes. I should not have considered the diagnosis of sarcoid at all. 
In the few cases of Boeck’s sarcoid that I have seen the lesions did not appear 
to me clinically to look like those that this patient presents. I see no reason for 
not calling the disease a generalized form of tuberculosis of the skin. 


A Case For DtaGnosis (Hyproa PueroruM?). Presented by Dr. J. H. 
WEIDMAN. 

This boy, aged 10 years, has a generalized itching eruption of ten weeks’ 
duration, associated with pustules and localized atrophy. There is a predilection 
for the extensor surfaces of the upper parts of the arms and forearms, the hands 
and the trunk. It is stated that lesions have also been present on the scalp. On 
the face the process is limited to the chin. The initial lesions are apparently 
vesicles, and subsequently enlarge to bullae, but at present the eruption has largely 
healed. At first sight the lesions look like those of healing impetigo. However, 
they are rather symmetrically distributed, and by this time it is clear that there 
are sequelae, such as would not be understandable if the condition were either 
impetigo or erythema multiforme, in the form of vitiligo-like areas on the nape 
of the neck and on the shoulders, together with alopecia. There is no promise 
that definite scars or pigmentation will ensue, which militates against an outright 
diagnosis of dermatitis herpetiformis. A diagnosis of hydroa puerorum is suggested. 


DISCUSSION 

Dr. S. S. GREENBAUM: I agree with the diagnosis. 

Dr. V. C. Garner: I think that the appearance of the lesions agrees with the 
description that Haase and Hirschler have given to hydroa puerorum, which clin- 
ically is closely related to dermatitis herpetiformis but seems to be limited to 
children and exclusively to boys. 

Dr. F. D. WetmMan: The points I want to stress particularly are the depig- 
mentation and the alopecia, which, I think, have thus far not been described in 
connection with hydroa puerorum. Of course, in dermatitis herpetiformis one 
expects scarring, and perhaps this malady is transitional between it and the classic 
hydroa puerorum; that is, the residua do not amount to scars such as are seen 
in Duhring’s disease, and yet there are additional features (depigmentation and 
alopecia) not present in typical hydroa puerorum. 

Dr. ApRAM StrAuss: To me the clinical appearance suggests an eruption 
due to a drug. I was rather impressed with the almost bromide-like type of the 
eruption. 

Dr. R. L. Giman: Did not this exacerbation follow the administration of 
iodides ? 

Dr. F. D. WetpmMan: No. The Jadassohn test for dermatitis herpetiformis 
was made and induced a definite exacerbation. 

Dr. ApRAM Strauss: I thought that the eruption looked like an eruption due 
to iodide. 

Dr. F. C. Knowtes: I think that the alopecia and vitiligo may be due to the 
general condition of the patient entirely independent of the eruption. Physically 
he is much below par. 


SypHiLis. Presented by Dr. S. S. GREENBAUM. 

This man, aged 32, complains of a generalized, slightly scaly erythematous 
eruption of three years’ duration. He was presented before the society for diagnosis 
in March 1934. There were vegetating papules at the commissures of the mouth 
of two years’ duration. The Wassermann reaction was strongly positive. Sub- 
sequent examination of scales showed the presence of fungi. He has had twenty 
intramuscular injections of 100 mg. of a bismuth preparation in six months; no 
effect on the papules at the corners of the mouth has resulted. 
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DISCUSSION 


Dr. S. S. Greensaum: The lesions at the commissures of the mouth are 
apparently not as active now as at the time of the first presentation, when they 
appeared as true split papules. Admittedly the antisyphilitic treatment has not 
been efficient because the patient has been lax, but it has been administered to 
an extent that leads one to expect that possibly the lesions are undergoing fibrosis 
before disappearing completely, as usually occurs in the case of split papules fol- 
lowing antisyphilitic medication. 

. R. L. Gmman: Could not the papules be verrucae? 

. S. S. Greensaum: I do not think that they are simple warts. 

. P. A. Deckarp, Harrisburg, Pa.: I agree with Dr. Greenbaum’s inti- 
mation that the lesions look much like a fungous infection at the corners of the 
mouth. There is a possibility of some malignant change there also. 

Dr. S. S. GREENBAUM: At the first presentation the patient had also at least 
a dozen moist perianal condylomas, which frequently accompany split papules. 

Dr. H. J. SmitH: The lesions look more quiescent now than when the patient 
was shown before. 

Dr. F. D. WetpMan: This is about as extensive a case of dermatophytosis 
as I have ever seen, and it presents an unusual appearance under the microscope, 
too, because the mycelium is extremely delicate. When I first saw the sodium 
hydroxide preparation I thought that possibly the organisms were Monilia, but 
they have now been identified by cultures as Trichophyton interdigitale. The 
lesions at the corners of the mouth appear to be entirely independent of the 
fungous infection. I do not know of any instances in which a papillomatous erup- 
tion has developed in connection with dermatophytosis. There is, however, a 
papillomatous condition of the mouth in dogs and man which is due to a filtrable 
virus. This man also has two or three ordinary-appearing warts around the 
prepuce and a rather large one, fully the size of a quarter, at the pubic margin. 
The lesions at the corners of the mouth are similar. It is reasonable to regard 
them as related in some way or other—in what precise way I do not know. Did 
this patient also have syphilitic lesions on the glans penis? If he had, I suppose 
that the condition represents a rather unusual occurrence in the behavior of syph- 
ilis, in that a long continued process which began essentially as mucous patches 
developed into papillomas. Of course, one would be loath to jump to any such 
opinion. I do think, though, that emphasis on the course of the patient’s split 
papules is justified. 

Dr. J. M. Scut_pKraut, Trenton, N. J.: The oral lesions may be a type of 
granuloma fissuratum. Sutton has described a type occurring between the gum 
and the cheek. 

Dr. W. O. Roop, Atlantic City, N. J.: Has there been any local treatment of 
the oral lesions, and, if so, what has been the response? 

Dr. S. S. GREENBAUM: No local treatment has been administered. 

Dr. HERMAN BeEERMAN: I think that a biopsy should be made to settle the 
question. 

Note.—Section showed the picture of verruca. 


A Case For D1aGnosis. Presented by Dr. F. D. WeipMaAN. 


This man, aged 44, noticed a lump in the left groin seven years ago, which 
was excised. Now there are numerous additional nodules, confined to the left 
lower extremity (from the groin to the toes). Biopsies finally disclosed amelanotic 
melanoma. The brownish nodules along the left leg were tender at first but not 
later. On the upper anterior part of the thigh there is a patch of nonpigmented 
macules which are not located at the site of previous lesions. The patient has 
had eight series of roentgen exposures aggregating about 16 skin units. The points 
of interest include: (1) the location of the primary tumor, (2) the absence of 
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melanin, (3) the vagueness of the histopathologic changes, (4) the long duration 
(seven years) and (5) the resemblance (clinically) of some of the early lesions to 
granuloma and of others to malignant growth. 


DISCUSSION 

Dr. F. D. WetpMAan: No doubt the members will be influenced in their con- 
siderations by the statement that the condition is amelanotic melanoma; in spite 
of that I still show it “for diagnosis.” That was not an unqualified diagnosis ; 
it was reached rather by exclusion, and the items that I listed are the ones which 
I think are rather opposed to the usual course of melanoma or, for that matter, 
of amelanotic melanoma. The lesion in the groin was excised several years ago, 
and yet there has not been a recurrence there, which is where one could expect 
great masses of the disease subsequently. I think that the diagnosis is not by 
any means settled. 

Dr. J. V. Kitauper: Brown and I have extended our reported studies of the 
sulphur content of the hair and nails to that of the skin. Hammett showed that 
sulphydryl-containing substances are essential for the normal growth of plants 
and animals. My co-workers and I have observed that the total sulphur content of 
malignant tissue is greater than that of the organ in which such tissue is contained. 
In studies on mouse carcinoma we correlated the rate of growth of the tumor 
with its sulphur content and retarded the rate of growth by feeding the animals 
a diet with low sulphur content. We determined the total sulphur content of a 
cutaneous nodule removed from this patient. Its sulphur content was higher than 
that of the skin, and the amount corresponded to that present in malignant tissue. 

Dr. F. C. Knowtes: It is known that pigmented lesions have a much more 
rapid growth than those without pigment, and this fact may account for the low 
grade of malignancy in the lesions under consideration. Clinically, were this 
patient seen in another part of the country, the possibility of Peruvian warts 
would have to be considered. 

Dr. S. S. GREENBAUM: Has there been a roentgen study of the lungs, and 
have any portions of these lesions been removed for examination? 

Dr. F. D. WetmpMan: The lungs are clear. Of the three biopsies made on this 
man, two were entirely unsatisfactory; the third definitely showed amelanotic 
melanoma (by exclusion). 

Dr. S. S. GREENBAUM: I saw this man a year ago; according to the history 
at that time a lesion had been removed from the left groin, and all I saw was the 
scar, but around the scar was a satellite group of seven or eight dark reddish 
nodules. I made a diagnosis of secondary melanoma. In Darier’s book is a 
photograph which beautifully illustrates the method of extension of melanoma 
through the surrounding lymphatics. I believe that this man has definite melano- 
matous metastases involving the lymphatic structure of the left leg. I think that the 
crusted lesions are in some way related to the lymphatics of the leg and have become 
telangiectatic, with oozing and secondary infection of the larger lesions. This 
is the reason I asked for the histologic picture. 


Lupus ErytHematosus. Presented by Dr. J. M. Scui_pKraut, Trenton, N. J. 


This man, aged 49, married, a barber, for two years has had dusky red infiltrated 
patches involving the nose and spreading over the cheeks. The borders are made 
up of pea-sized and larger soft nodules which on pressure show a yellowish tint. 
The Wassermann reaction of the blood was negative. The patient says that he 
has had similar lesions on the scalp which healed spontaneously. My impression 
is that the condition is a nodular type of lupus erythematosus resembling lupus 
vulgaris. 


Lupus VULGARIS OF THE Buttocks. Presented by Dr. F. D. WEIDMAN. 


This man, aged 28, driver of a milk wagon, has had an eruption for fifteen 
years. There is a patch of infiltration as large as two palms on the right buttock. 
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The center exhibits the soft, pliable type of scar commonly seen in syphilitic 
eruptions, and there are no residual nodules or erythema in the center such as 
one frequently observes in lupus scars. Apple jelly nodules can be demonstrated, 
however, and examination of histologic sections confirmed the diagnosis given. The 
patient is shown largely on account of the atypical center which the patch exhibits 
and of its close resemblance, on the whole, to nodular syphiloderm. 


DISCUSSION 

Dr. F. C. Knowtes: These two cases are extremely interesting. The first 
patient, I think, undoubtedly has sarcoid of Boeck. The lesion on the buttock 
presented by the second patient, should be classed as a verrucoid form of tuber- 
culosis rather than as lupus vulgaris. It would be worth while to try to obtain 
tubercle bacilli and, if they are present, to determine whether they are of the human 
or of the bovine variety. 

Dr. R. L. Guman: Has any one noted a tendency to keloidal formation in 
cutaneous tuberculosis? 

Dr. F. D. Wetpman: I think that there is some keloidal tendency at the 
margins. I am amazed at the high grade of atrophy in the interior, the soft, tissue- 
paper effect seen in a late syphiloderm. 

Dr. F. C. KNowres: I have nearly all the pictures that Dr. Hartzell originally 
made in his dermatologic work, and one of the colored lantern slides shows multiple 
areas of tubercles of the skin with the same type of atrophy in the center of the 
lesions, some of the patches being larger than the palm of the hand and showing 
the active phase of the disease, verrucous lesions, around the circumference. 

Dr. ABRAM StrAuss: I have seen several cases in which the scarring was 
as extensive as in this case. 

Dr. E. F. Corson: Has any one had any experience in the treatment of 
patients with this condition by curetting the lesions thoroughly and applying 
powdered potassium permanganate? I remember seeing a report in the ARCHIVES 


several years ago concerning that form of treatment, but I have never been able 
to carry it out. 

Dr. R. L. Guman: Dr. Chambers presented a patient before the society six 
or seven years ago with extensive tuberculosis of the neck and shoulders for which 
he had used nearly all types of therapy. He depended mainly on desiccation, which 
gave him the best results. 


IRON PIGMENTATION OF THE SKIN IN A DruG Apnpict. Presented by Dr. F. D. 

WEIDMAN. 

A large portion of Negro skin and another of subcutaneous tissue are demon- 
strated which were dissected from a cadaver in the anatomic laboratory; no clinical 
history was available. Scores of blue-black macules were present over the anterior 
parts of the body; there were none posteriorly. The only parts uninvolved were 
the face, neck, hands, genitalia and legs. The lungs exhibited only a mild grade 
of anthracosis. There were also numerous superficial scars over the same regions 
with underlying pigmentary deposits. The prussian blue reaction was made on 
gross specimens and was positive for iron. 

Note.—A biospectroscopic test made by Dr. Gaul, of New York, showed that 
the pigment was silver, not iron. A subsequent presentation was made at the 
Atlantic Dermatological Conference in New York, on Nov. 17, 1934, with a revised 
diagnosis of localized argyrosis. 

Dr. R. L. Girman: I think that Dr. Weidman has made a good case for the 
specimen itself, but I object to his hypothesis for a number of reasons. I have 
had a limited contact with drug addicts, but the men with whom I was acquainted 
used the needle mainly on the extremities, legs, arms and hips. More modern 
addicts generally “take their shot” in the veins. As I understand it, these marks 
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were much more widespread and were confined to the accessible parts of the 
extremities. The third point is that it is rather unusual to find a Negro addict. 

Dr. F. C. KNowtes: My colleagues and I observed a similar case, that of 
a man scarred all over the legs, arms and abdomen where he had given himself 
hypodermic injections over a period of years. 

Dr. S. S. GREENBAUM: I wonder whether the use of a needle for injections 
of insulin by a diabetic patient over a number of years might not produce a similar 
effect. 

Dr. F. D. WempMaANn: It might. 


PiryrtAsis LICHENOIDES ET VARIOLIFORMIS AcutTA. Presented by Dr. R. L. 
GILMAN. 


This youth, aged 17, complains of an eruption which started in February 1933. 
It appeared first on the chest but spread gradually and became generalized, includ- 
ing the palms. There are no lesions of the mucous membranes, no adenopathy and 
no pruritus. The reaction to tuberculin was 2 plus. Serologic tests of the blood 
for syphilis were negative. The eruption is polymorphous, ranging through reddish 
papules, hemorrhagic and necrotic lesions, scars and erythematosquamous patches. 
The palmar lesions are more like keratotic papules. Sections from a_ biopsy 
specimen revealed parakeratosis, epidermal vesicles and spongiosis. 


Pityriasis LICHENOIDES ET VARIOLIFORMIS ACUTA OF HABERMANN? Presented 
by Dr. V. C. GARNER. 

This woman, aged 46, presents an extensive macular and maculopapular, pig- 
mentary and in part hemorrhagic eruption with some superficial atrophy. The 
eruption is most conspicuous on the legs and thighs and less noticeable on the 
lower parts of the trunk, particularly on the loins and in the axillary folds. 
The duration is six weeks. Serologic tests of the blood for syphilis were negative 
on two occasions. 

DISCUSSION 

Dr. F. D. WetpmMan: I hesitate to discuss Dr. Garner’s case because I have 
no better suggestion to offer as to the diagnosis. I do not know what the correct 
diagnosis is, but it seems to me that the symptom complex is rather insufficiently 
rounded out for Habermann’s complex. The lesions are deep in the skin rather 
than on the surface. Habermann’s disease ought to be essentially a pityriasis. 
A few of the lesions are scaly, but when they first appear they seem to be more 
than that—not quite wheals, but apparently infiltrations definitely within the 
corium. On the other hand, the patient that Dr. Gilman showed illustrates well 
how superficial the process is. The minute vesicles in the sections are not visible 
to the naked eye. They are in the upper parts of the epiderm, and therefore 
I am inclined to think of this complex as preeminently superficial. The lesions 
shown by Dr. Garner’s patient are deep; individually they are of the kind one 
expects to see in cases of urticaria pigmentosa (his patient does not have urticaria 
pigmentosa). I should like to hear the subsequent course of events before classify- 
ing the condition. 

Dr. S. S. GREENBAUM: I have presented two patients with Habermann’s 
disease before this society. Neither of the patients presented today shows an appear- 
ance similar to that of my patients. I certainly do not want to go on record as 
agreeing with the diagnosis of Habermann’s complex for either of them. The 
eruption shown by Dr. Gilman’s patient looks more like the usual lichenoid para- 
psoriasis than like Habermann’s disease. I think that both patients have para- 
psoriasis. 

Dr. C. S. Wricut: I agree with the diagnosis of pityriasis lichenoides chronica 
in the case of the first patient. In the case of the second I feel, as Dr. Weidman 
does, that I cannot offer any better diagnosis. The condition is extremely difficult 
to diagnose. 
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LicHEN PLANUS IN A MoTHER AND DauGuter. Presented by Dr. J. M. Scurtp- 
KRAUT, Trenton, N. J. 


This woman, aged 43, presents generalized lichen planus of eight months’ 
duration. Her daughter, aged 18, exhibits lesions of lichen planus in the axillae 
and on the anterior part of the chest and of lichen planus linearis on the back 
of the right leg. The condition in the daughter is of five months’ duration. 


DISCUSSION 

Dr. C. S. Wricut: These cases are interesting because it is unusual to see 
lichen planus in a mother and daughter. I do not remember having seen two 
cases of lichen planus in the same family. These two cases may be regarded as 
supporting evidence of the theory of Jacobs and Helmbold that lichen planus is 
an infection, but, on the other hand, I think that there is no more reason to con- 
sider this malady as an infection than to classify psoriasis as an infection, although 
one sees many families in which several members have psoriasis. Lichen planus 
and psoriasis are not the same disease, but they are somewhat similar types of 
disease, and I believe that the occurrence in a mother and daughter is probably more 
or less a coincidence rather than any evidence that the disease is transmitted 
from one person to another. 

Dr. F. C. Knowres: I do not think that any of the members have seen two 
cases of lichen planus in one family before. I think that some underlying basis 
should be considered. What agent in the background of these two patients has 
predisposed them to an eruption of this character? I think that there may be 
a nervous element in each case. 


Dr. J. M. Scu1_pkraut, Trenton, N. J.: The easiest explanation in these cases 
is coincidence, but one cannot help thinking that there may be a possibility of some 
type of infection because the condition evidently affects the sympathetic system 
in some way. Neither of the two patients looks like a nervous type of person, 
although the mother has a heavy family responsibility. 


Dr. F. C. Knowtes: Have there been any shocks recently? 
Dr. J. M. Scur~pKravt, Trenton, N. J.: No. The girl seems to be quite stable. 


Dr. F. D. Wetman: I think that one of the most telling experiments made 
in lichen planus took place during the World War. At one of the meetings of the 
American Dermatological Association, several years ago, Graham Little cited a 
point in favor of the theory of an infectious origin, namely, the fact that during 
the war there had not been any increase in the incidence of lichen planus in London 
during the reign of terror when everybody was being shocked, to say the least. 
What he cited really amounted to a mass experiment, and from it he was inclined 
to favor the theory of an infectious origin. 

Dr. S. S. GreENBAUM: Al! the members, I think, have seen cases of lichen 
planus develop during the course of arsphenamine therapy, and most of them 
attribute this form of lichen planus to the treatment rather than to an infection. 
It seems to me that lichen planus can be viewed as a cutaneous reaction to a 
chemical or as an infection, in the same way as one thinks of the etiology of 
urticaria or erythema multiforme. 


LIcHEN ScROFULOSORUM ASSOCIATED WITH TUBERCULOUS ULcers. Presented by 
Dr. S. S. GREENBAUM. 


J. W., a Negro, aged 22, born in Virginia, was admitted to the hospital on 
July 27, 1934, with a cutaneous eruption of two months’ duration. The process 
began as small itching pimples on the forehead; the eruption soon spread to the 
skin behind the ears and nose. During that time the urine looked as though it 
was “half blood.” Gradually the eruption spread until practically the whole body 
was covered with lesions. Since then it has regressed. At first the lesions were 
small vesicles which soon ruptured and exuded yellowish fluid. They then became 
papules and have remained dry since. At present the skin is covered almost com- 
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pletely with grayish papules from the size of a pinpoint to that of a pinhead which 
are umbilicated and seem to congregate around plugged sweat ducts; some are 
covered with a loose scale; in places they are confluent, forming a somewhat raised 
lichenified area with no individual lesions. In other places, for instance, on the 
prepuce, they appear as individual lesions, but, on the whole, they occur in small 
or larger irregularly rounded groups. The scalp is involved. The process on the 
nose is so extensive that it is covered with a dark brown crust. Here and there 
on the general body surface are pinhead-sized pustules. There are wide areas 
of crusting and scaling on the lower extremities. No region of the body is spared 
except the soles and palms although there are considerable areas where there are 
no lesions. In general the papules are noninflammatory, grouped in many areas 
and mostly flat-topped. Some are follicular; others are not; the follicular papules 
are usually centered by a hair. 

General examinations gave negative results with the exception of a cystoscopic 
study. This showed minute ulcerations around the right side of the right ureter 
suggestive of tuberculosis. 

While the patient was in the hospital an elevation of temperature usually 
occurred in the evening. About a month after admission several cutaneous areas 
on the legs broke down to form ulcers which were painful and gradually enlarged. 
During that period, however, the cutaneous lesions began to involute. The biopsy 
reports were as follows: 1. Examination of a papule showed that the epidermis 
was atrophic, and that the immediately subjacent derma was the seat of chronic 
granulomatous inflammation marked by vague tubercle formation. The pathologic 
diagnosis was lupus vulgaris. 2. In the ulcer on the leg the epidermis showed 
ulceration in one area. The entire derma was diffusely infiltrated with lymphocytes. 
There were numerous giant cells scattered throughout, some being associated with 
small groups of epithelioid cells irregularly arranged around an eccentric, partially 
necrotic area. The pathologic diagnosis was tuberculosis of the skin. 

A careful search for tubercle bacilli in sections and smears from the ulcer did 
not show these organisms. 

All other laboratory studies gave normal results. Inoculation of guinea-pigs 
with tissue from the ulcer on the leg gave negative results. Histologic examina- 
tion of a lymph node from the left groin showed only a chronic inflammatory 
reaction. 

Dr. F. D. Wetman: I agree that the ulcers on the leg are entirely atypical of 
tuberculosis. I should never regard them as tuberculous. Of course, the section 
which shows tuberculosis was taken from the skin adjoining the ulcer and really 
does not represent the characteristics of that ulcer. 

Dr. S. S. Greensaum: The biopsy specimen was taken from the margin of 
the ulcer. Darier’s book shows an ulcer of this sort on the leg as an atypical 
tuberculous ulcer. It seems that true tuberculous ulcers developed from pre- 
existing lesions of lichen scrofulosorum. 
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R. H. Rutison, M. D., Secretary 
A Case ror Diacnosis (Pityriasis Rusra Pivaris?). Presented by Dr. Howarp 
Fox 


J. D., a girl aged 4 years and 3 months, an only child, has had the present 
eruption for fifteen months. No member of the family has ever had a similar 
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condition. At the age of 18 months the child had an eruption on various parts of 
the body which lasted six months; the lesions on the palms, however, have per- 
sisted to the present time. The present eruption was first treated by ultraviolet 
irradiation, which was apparently the cause of a mild exfoliation. When I first saw 
her a year ago the patient showed an extensive superficial erythematosquamous 
eruption of the face, trunk and extremities, with numerous pinhead-sized papules 
at the periphery of the diffuse areas. The palms were markedly thickened and 
fissured. A similar though milder condition was present on the soles. The 
picture suggested pityriasis rubra pilaris, though it was not typical, as the papules 
were flat and smooth. There were no plugs on the dorsal surfaces of the fingers. 
Under treatment with fractional doses of roentgen rays and bland ointments the 
eruption has practically disappeared with the exception of the thickening of the 
palms and soles. The child is somewhat undernourished but is otherwise in good 
general health. 

Histologic examination by Dr. T. J. Riordan showed a chronic inflammatory 
process, probably lichenification. 

DISCUSSION 

Dr. J. G. Hopkins: The eruption on the backs of the legs looks like a dermati- 
tis. After seeing this patient and another presented by Dr. Fox, both having some- 
what similar hyperkeratoses of the palms, I wonder if it is not possible for a 
chronic dermatitis te cause such hyperkeratoses. 

Dr. George M. MacKee: The tentative diagnosis of pityriasis rubra pilaris 
made by Dr. Fox is probably correct, but I think that congenital keratoderma 
should be considered. The patient had a fairly generalized eruption in the winter 
of 1933-1934; this cleared up under treatment in the spring, was absent during the 
summer and now has a tendency to recur. I think that it might be wise to wait 
until the cold weather comes and see what happens. Another possibility is 
arsenical dermatitis. 

Dr. H. H. Wuiteuouse: I have seen pityriasis rubra pilaris in a boy 12 
years of age but not in children younger than that. The eruption was very char- 
acteristic. I do not think that the condition of the patient presented today is 
characteristic of pityriasis rubra pilaris, although I have little to offer in the way 
of diagnosis. The child has keratoses of the palms similar to those shown by the 
older patient mentioned by Dr. Hopkins. The mother told me that during the 
summer the patient had an eruption like prickly heat and that a physician pre- 
scribed some salve and ultraviolet irradiation for several months. The condition 
grew continuously worse. Therefore, I believe that possibly she had an exfoliative 
dermatitis. Possibly that has something to do with the etiology. I hardly think 
that the eruption is pityriasis rubra pilaris. 

Dr. Howarp Fox: In regard to the possibility of arsenical keratoses, the child 
has never been treated with arsenic. At the present time the eruption has prac- 
tically disappeared with the exception of the keratotic lesions of the palms and 
soles. No one would make a diagnosis of pityriasis rubra pilaris from the present 
appearance. A year ago, however, this diagnosis was at least a possibility. I think 
that hereditary keratosis of the palms and soles is most unlikely. Neither the 
parents nor the grandparents suffered from this condition, and it did not appear 
in the patient until she was about 3 years old. It also occurred simultaneously 
with the generalized eruption. 


ALBINISM IN A Necro CuiLp. Presented by Dr. Epwarp R. MALONEY. 


This Negro girl, aged 7 years, born in the United States, presents evidence 
of complete albinism. She is one of two children of Negro parents who are not 
related by blood. The other child is a normal Negro. The skin of this patient 
is entirely white. The hair is white and kinky. The pupils are reddish pink and 
dilated but show little photophobia. There is no history of albinism in any member 
of the family of either of the parents. 
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DISCUSSION 

Dr. Paut E. Becuet: I am much interested in the question whether albinism 
in Negroes is really a proof of admixture with the white race, as has occa- 
sionally been stated. Dr. A. B. Cullom sent me a photograph of two full-blooded 
Negro brothers, which I included in my exhibit on hereditary diseases at the last 
meeting of the American Medical Association. One was affected exactly like the 
patient presented by Dr. Maloney, but the brother was a dark full-blooded Negro. 
There was absolutely no history of any admixture of white blood. 


Dr. Howarp Fox: This patient, I think, shows complete albinism. There 
can be no doubt about the absence of pigment in the skin and hair, and I think 
that the same is true of the iris. It is hard to see the iris well as the pupil is 
so widely dilated. I should like to have the opinion of an ophthalmologist on this 
point. Complete albinos are certainly uncommon in New York. There is no 
occasion to question the full-bloodedness of this patient as albinism is a freak of 
nature occurring in all kinds of pure species of animals as well as in man. Some 
cases of albinism are thought to be due to consanguinity, and it is stated that 
albinos are relatively common in certain tropical countries where consanguineous 
unions are frequent. 


Dr. Eucene F. Traus: Is albinism more common in Negroes than in white 
persons, and may a patient suffering from it be referred to as “piebald”? What 
does the term “piebald” include? Does “piebald” refer simply to localized patches 
of depigmentation ? 


Dr. F. C. Combes: I was interested in this patient and spent some time look- 
ing at her today. It was never my impression that albinism was more common in 
white persons than in Negroes. I have seen only two other cases, one in a Negro 
and one in a white person. Most of the cases reported, as I remember, have been 
in Negroes. One interesting thing that has been reported in this connection is 
that frequently in Negro families several children are albinos. One report men- 
tions a family in which the first, third, fifth and seventh children were albinos. 
In Dr. Maloney’s patient the dilatation of the pupils interested me. I do not know 
whether it is related to the albinism, but the pupils were dilated and fixed. I can- 
not understand why the child should have primarily fixed dilated pupils. 


Dr. Ray H. Ru ison: This is the first case of its kind that I have seen. 
I am rather interested as to whether this patient presents complete albinism, 
because she does have definite hazel pigment in the iris. My understanding is that 
albinos have “pink” eyes, that is, a complete lack of pigment in the iris. 

Dr. E. R. Maroney: I believe that this is a case of true albinism. The only 
point against that opinion is the fact that the patient may have some pigment in 
the iris. The father and mother of this child are apparently full-blooded Negroes. 
There is no relationship between the parents. There is one other child in the 
family, who is beyond any doubt a Negro. In reference to the frequency, I do 
not think that albinism is more common in Negroes than in white persons, but 
the cases among Negroes are more often reported. There have been reports of 
cases in which several members of a family were albinos and of cases in which 
alternate children have been albinos; one report concerns a family in which of 
five children the first two were albinos, the succeeding two were normal and the 
fifth was an albino. In this case there is only one other child in the family and 
that is a normal Negro. There is no history of heredity, and no other case of 
this kind has occurred>in the family. 


Muttrece Ketorns TREATED BY ExcIsION AND ROENTGEN THERAPY. Presented 
by Dr. Howarp Fox. 


E. L., an American woman, aged 43 years, married, first noticed an eruption 
on the chest and back twelve years ago. All the lesions appeared at about the 
same time and were not preceded by any traumatism of which she was aware. 
When I first saw her she had thirteen distinct reddish, smooth and painless keloids 
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on the upper third of the back, one on the left shoulder and one on the sternum. 
They varied in size from lesions the size of a coffee-bean to some 1% inches 
(3.81 cm.) in length and showed an average elevation of % inch (0.64 cm.) None 
of them was painful, and none had been treated. 

The lesion on the chest was given a total of thirteen filtered treatments and 
that on the left shoulder six and one-half filtered treatments with roentgen rays 
(each filtered treatment being the equivalent of one-half erythema dose), but there 
has been only slight improvement. The thirteen lesions on the back were then 
excised one by one, and at the end of one week each site was treated with roentgen 
rays. Each lesion has received six filtered treatments with roentgen rays given 
at intervals of from two to three weeks. All the lesions were excised between 
twelve and fifteen months ago. After excision the majority of the wounds failed 
to heal by first intention and healed with a broad bandlike scar. Even in those 
which healed by first intention, the scar showed precisely the same wide bandlike 
appearance. In no case was there a narrow linear scar after excision. In two 
of the lesions there was a slight recurrence; the others remained entirely flat after 
treatment. It is of interest that no keloids have ever appeared at the site of an 
appendectomy scar and in scars in the axillae following treatment of boils. The 
scars following excision are still somewhat reddish. 


DISCUSSION 


Dr. Georce M. MacKee: The patient had keloids on one part of the body 
and not on other parts in spite of traumatism. That has been noticed in a number 
of cases, and the only explanation given is that the keloidal idiosyncrasy, if it 
may be called such, is not necessarily generalized but in some cases may be limited 
to one part of the body. In some cases of keloids it is possible to obtain good 
results with various methods of treatment, roentgen rays, radium, excision followed 
by irradiation and so forth; in others it is possible to excise the keloids and not 
apply roentgen rays afterward and still have no recurrence. Again there are 
instances, fortunately not very common, in which it is absolutely impossible to 
prevent a return of the keloid by the most careful roentgen treatment. In this case 
Dr. Fox has been able to excise the lesions and prevent their recurrence with 
roentgen treatment, although he was not able to prevent some atrophic spreading 
of the scar and, in places, a little hypertrophy. The spreading of the scar is not 
uncommon. As a rule, when the keloid is excised the union is primary and for 
a while the scar may be narrow, but in time it tends to broaden. 

I have obtained the best results on very thick keloids not by excision, but by 
leveling the keloid to the niveau of the skin, either with the cutting current or 
with the scalpel, and preventing recurrences by subsequent roentgen treatments. 


Dr. Eucene F. Traus: I think that one of the most interesting points has 
already been mentioned by Dr. MacKee, namely widening of the scar line which so 
oiten occurs. I do not know of anything one can do to prevent it. I wonder 
whether any one knows how to prevent this in any way or to any degree. Certainly 
the roentgen rays have nothing to do with it, nor do they prevent its occurrence. 


Dr. Frep Wise: I was particularly interested in the statement made by 
Dr. Fox that the patient had received the limit of roentgen treatment without 
showing any flattening or appreciable improvement in the lesions. My personal 
experience with keloids has been that nearly all respond to roentgen treatment. 
I wonder whether it is possible to find out actually how much irradiation this 
patient has had, whether it has been enough to cause a flattening of the lesion or not. 


Dr. F. C. ComBes: I wish to ask a question about a rather fine point: In regard 
to using roentgen rays after excision of a keloid, will the roentgen rays prevent 
the formation of a keloid if the treatment is given immediately after excision, or 
do the roentgen rays cause absorption of a keloid which is developing in the scar? 
My question concerns the process of tissue repair, whether or not the keloid is 
primary. When roentgen treatment is given immediately after excision, is one 
treating a scar before a keloid has formed or treating a keloid? Will the roentgen 
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rays prevent the development of a keloid, or do they act on the keloid which is 
present and cause its absorption? 


Dr. Howarp Fox: I think that the result of roentgen treatment of keloids 
depends on the duration of the lesions. At the onset, when the cells forming the 
keloid are young, it is reasonably easy to obtain good results. After a year or 
two this becomes infinitely more difficult. In my case the lesions had been present 
for twelve years, and it is not surprising that in one or two of them the result 
of intensive irradiation was very unsatisfactory. An important point which I 
wished to bring out has been mentioned by Dr. Traub. In my experience it has 
been impossible to produce a narrow linear scar after excision and irradiation of 
the keloid. In all instances, including those in which healing occurred by primary 
union, there has been a subsequent broadening of the scar. This patient is well 
satisfied with the result of treatment because the lesions are no longer elevated, 
even though the scars are somewhat broad and still reddish. Dr. MacKee men- 
tioned the possibility that some regions of the body are more susceptible than 
others to keloids. This is preeminently true of the sternal region, though why 
they occur so often in this location I have never been able to ascertain. 


Dr. Ray H. Rutison: I wish to ask whether any one has ever used the old- 
fashioned seton method of treatment in keloids. A plastic surgeon once told me 
that introducing setons into a keloid and keeping them there for a long time 
may cause a great deal of flattening of the lesion. The theory is that there is 
a formation of fluid in the scar tissue and that the seton drains allow this fluid 
to escape. 

Dr. Frep Wise: I should like to hear Dr. MacKee’s views about the general 
curability of old keloids with roentgen treatment. 

Dr. GeorceE M. MacKee: In my opinion, roentgen rays are not truly prophy- 
lactic against keloids. For instance, if the keloid is removed by excision and one 
large dose of the roentgen rays is given before or immediately after the operation, 
a recurrence is not prevented. Recurrence can usually be prevented by giving 
weekly, semimonthly or monthly treatments after the operation or by giving one 
large dose or several small doses after the keloid has begun to reappear. 


Dr. F. C. Compes: I wonder whether if one operated on two patients with 
similar keloids and gave one a roentgen treatment immediately after excision but 
withheld the treatment from the other until later, keloids would develop simulta- 
neously in the two patients. 

Dr. Georce M. MacKee: I do not think that keloids would develop simulta- 
neously in the two patients. They might develop a little later in the patient who 
had received roentgen treatment than in the other. In other words, it is better 
to delay roentgen treatment until the first evidence of hyperplasia. 

As to the question of treatment of keloids of long duration, it is not always 
possible to obtain involution of the keloid with roentgen treatment, even though 
the lesion is young. It is not an infallible treatment. That, of course, holds true 
for old keloids, only more so. I agree largely with Dr. Fox that the time element 
is very important. The results are likely to be much better in young keloids than 
in older ones because the tissue is more radiosensitive and the dose required is 
therefore much smaller. I think that it is possible in the majority of cases of 
keloids of long duration to obtain a reduction in size and even the disappearance 
of a great many of the lesions, but the dose of roentgen rays required is so large 
that one must use careful judgment as to the propriety of giving such a large dose 
because years later there may be sequelae due to the roentgen therapy. 


LeEIoMYOMA. Presented by Dr. Eucene F. Travs. 


This woman, aged 36, born in the United States, states that she first noted 
the present condition about fourteen years ago, following an attack of catarrhal 
jaundice. A few tiny papules appeared on the right side of the neck and persisted 
with little change until the past year. In the past six months the lesions have 
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gradually increased in size and extent so that now they are quite numerous on the 
right side of the neck, and several may be found over the left eyebrow. Scattered 
lesions are present on the left arm, the chest’ and the trunk generally. A section 
removed from the neck was reported as leiomyoma. 


DISCUSSION 

Dr. Evucene F. Traus: This patient was seen for the first time a week ago, 
and I think that the diagnosis can be accepted on the basis of the histologic report. 
A specimen for biopsy was taken from the right side of the neck, a portion of one 
of the linear bands having been removed. This patient is eager for treatment, and 
although I advised her to leave the patches undisturbed, another physician has 
advised desiccation. She does not seem content to leave them undisturbed because 
of their increase in size in the past year. Therefore, I should appreciate any 
suggestions as to therapy and an opinion as to the danger of malignant growth if 
the lesions are treated. 

Dr. Georce M. MacKee: The lesions on the forehead are discrete nodules 
and correspond with those that I have observed before in cases of leiomyoma. 
On the neck the papules or nodules are grouped in linear fashion and show marks 
of scratching. Here the eruption suggests lichen planus, but the microscopic 
examination shows it to be leiomyoma. 

Dr. A. Benson Cannon: I do not believe that any treatment is indicated. 
The patient is 36 years old and has had the condition for thirteen years; she 
says that during that time the lesions have remained practically unchanged. The 
condition is not disfiguring. 

Dr. Howarp Fox: I do not see how it is possible to make a clinical diagnosis 
in this case. I would not even have thought of leiomyoma in a patient with these 
localized queer linear lesions. Furthermore, the patient has had no pain or tender- 
ness, which are usual features of leiomyoma. That these features can be absent 
was shown recently by a well marked case in a patient presented before another 
society by Dr. Rosen. 

Dr. Frep Wise: I agree with Dr. Cannon. Leiomyomas have their starting 
peint from the arrectores pilorum or from the musculature of the blood vessels. 
After removal by excision or desiccation, if there are any blood vessels left, the 
chances are that the lesions will recur in situ. There are no records, as far as I 
am aware, of the development of a malignant process in cases of leiomyomas. 

Dr. EuGene F. Traus: McCarthy suggested in his book that these lesions 
may become sarcomas. I do not know whether that opinion was taken from the 
literature or whether it was his own. In textbooks desiccation is mentioned as 
one of the therapeutic measures for this disease. 


DerRMATITIS HERPETIFORMIS. Presented by Dr. Josepu J. ELver. 


This man, aged 59, was previously presented before the New York Dermato- 
logical Society in April 1934. Since that time the patient has definitely improved, 
but at no time has he been free from the eruption. He is presented again for 
further suggestions as to therapy. 


DISCUSSION 


Dr. Howarp Fox: I think that this patient shows some improvement, which, 
however, may be spontaneous. I do not think that much has been achieved in 
the treatment of this disease. Administration of arsenic and autoserotherapy are 
perhaps as useful as any methods. There certainly is no specific form of treat- 
ment, and in many cases one has to wait for a cure till the process stops 
spontaneously. 

Dr. Paut E. Becuet: I have used hemotherapy and arsenic in strenuous 
therapy, and the only result I ever obtained was a temporary regression of the 
lesions. I have yet to see a patient with severe dermatitis herpetiformis remain 
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permanently well. I have seen such patients remain well for a certain period 
and then the lesions have recurred some months or a year later. I have never 
seen a patient permanently cured by any method of therapy. 

Dr. H. H. Wuitenouse: I have a rather decided opinion about the curability 
of dermatitis herpetiformis in some cases. I remember the instance of a boy of 
14 who was frightened by seeing a murder and acquired this disease. He is now 
a man of 45. He still has pigmentation. He said that it has ruined his whole 
life. Dr. Eller said that this man has had no treatment with arsenic. I certainly 
think that in many cases the condition can be kept under control if arsenic is 
administered to the physiologic limit. As this man has not taken arsenic, I should 
follow that treatment assiduously. 

Dr. A. Benson Cannon: I have seen two patients apparently cured over 
many years by the removal of foci of infection. I saw a physician’s brother who 
had severe dermatitis herpetiformis, in the treatment of which every type of 
modern therapy had failed; he got well in two weeks following the extraction of 
seven or eight abscessed teeth and has remained well for many years. I saw a 
child with dermatitis herpetiformis who had pus in the kidney; the dermatitis, 
as far as I know, has remained cleared up since the removal of the kidney several 
years ago. The clearing up of the dermatitis herpetiformis was rapid and complete. 
The dermatitis herpetiformis had been present in each case for several years, the 
diagnosis having been made by several dermatologists. Because of these two 
instances, I always search for foci of infection in cases of dermatitis herpetiformis, 
believing that sometimes the removal of foci of infection will give permanent relief. 
I know of no medication that will. 

Dr. Frep Wise: No one has mentioned the use of potassium dichromate. I 
tried it in two cases. In one there was no result, and in the other the eruption 
became worse while the patient was taking the drug. 

Dr. JosepH J. Etter: This patient’s family physician has examined him very 
carefully for foci of infection but has found none. Arsenic has not been tried 
as I have been reluctant to prescribe this treatment in recurrent diseases on account 


of subsequent dangers attributed to the accumulation of this drug in the system. 


A Case For DraGnosis (DISSEMINATED SARCOMATOSIS CUTIS?). Presented by 
Dr. Frep WIsE. 


This man, aged 44, was first seen by Dr. Jack Wolf on Sept. 9, 1934. At that 
time he stated that three months before, a small growth had appeared on the scalp. 
About six weeks later another, similar lesion appeared on the scalp. Several 
new ones have appeared since. About the time that the first lesions appeared the 
patient passed a small clot in the urine. This occurrence has not repeated itself. 

The patient presents seven lesions in all. The largest and oldest is situated 
in the occipital region of the scalp, on the right side, is hemorrhagic and is about 
the size of a pea. The lesion is firm to the touch and attached to the skin. Two 
other lesions similar in all respects but slightly smaller are present on the scalp, 
one below the lesion described and one in the right parietal region. On the right 
side of the abdomen and in the left popliteal space the lesions are smaller and are 
of the same color as the skin. On the right cheek at about the midportion of the 
mandible are two early small lesions, which also present the characteristics of the 
lesions on the scalp. 

Biopsies have been made on the abdominal and popliteal lesions. The histologic 
reports vary, and the opinions presented differ widely. Fibroxanthoma, epithelial 
tumor and hypernephroma are the diagnoses given by several pathologists. The 
clinical diagnosis is sarcoma. 

The course of the disease is interesting. The lesions, especially the ones on 
the face, have become larger, yellowish callus-like tops have developed and the 
lesions then have ulcerated. The lesions have become more infiltrated at the edges 
and more elevated. The necrotic center is deep, and the floor is covered with a 
yellowish seropurulent fluid. 
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Each lesion has received 2 units of roentgen rays, and each lesion has been 
treated with a 5 or 10 mg. plaque of radium for several hours. 

The lesions which were removed for histologic section have recurred in spite 
of fairly wide excision. These lesions have not shown any tendency to break 
through the skin. The patient has been urged to have studies made of the urinary 
and gastro-intestinal tracts. He has been uncooperative. 


DISCUSSION 


Dr. J. FRANK Fraser: I agree with the presenter’s diagnosis. From a casual 
examination of the microscopic section I am convinced that this is a neoplastic 
growth with all the histologic signs of malignancy. My histologic diagnosis is 
sarcoma. Whether the growths in the skin are primary or metastatic is a debatable 
question. 

Dr. Joserpn J. Etter: I have no definite diagnosis to offer. Have any of the 
tumors fallen off or undergone degeneration? 

On account of the similarity, in my eyes, of this section to some I have seen of 
mycosis fungoides, I shall not be surprised if the condition develops into mycosis 
fungoides of an aberrant type. 

Dr. Frep Wise: I am grateful for the discussion. The tumors are apparently 
not radiosensitive. They have not responded to roentgen treatment. My impres- 
sion the first time I saw the patient was, without hesitation, sarcoma, from the 
appearance of one or two lesions alone. I think that the definite diagnosis must 
depend entirely on the results of histologic examination. Even the finding of 
fungi in a lesion like this would be relatively unimportant in the face of the 
histologic evidence. The observations Dr. Fraser described are rather definite. 
I do not deprecate the necessity for making an examination for fungi. It has 
no doubt already been done. 

Dr. Eucene F. Traus: There are two points that struck me on clinical 
grounds as being against any form of sarcoma of the skin. In the first place, 
I do not think that sarcoma ordinarily breaks down as rapidly as these masses 
have. In the second place, as Dr. Wise just mentioned, they have not responded 
to irradiation, and this type of tumor—assuming it to be a lymphosarcoma—should 
respond to irradiation. An examination should certainly be made for different 
types of organisms and especially for fungi. A patient that I presented before the 
Academy of Medicine some time ago with a questionable diagnosis of sarcoid 
had lesions on the temple and in the scalp which later turned out to be classic 
sarcoma. The question of mycosis fungoides came up in this case also. The 
response to radiotherapy was striking, all the lesions having disappeared temporarily 
following a small fractional dose of roentgen rays. 

Dr. F. C. Compes: I agree with Dr. Traub. 

Dr. Ray H. Rutison: It seems to me that a lymphosarcoma should have 
responded to the irradiation which this patient has had, but there has been no 
improvement in this case. I have no diagnosis to offer. 

Dr. Georce M. MacKee: Clinically the condition impressed me as being 
sarcoma or lymphoblastoma. Histologically it might be classified as lympho- 
sarcoma. In places it suggests a reticulo-endothelial tumor. Here and there 
are a few small areas suggestive of fibroblastic sarcoma, but there is not enough 
of that to lead one in that direction. There are a fair number of mitotic figures. 
It is difficult to estimate histologically in this case what the radiosensitivity or 
grade of malignancy is. I think that the grade of malignancy is low. Some of the 
sarcomas are very radiosensitive; others are radioresistant. I suspect that in this 
case both the degree of malignancy and the radiosensitivity are low. I suggest 
that one lesion the size of a pea or of a nut be given one large dose of filtered 
roentgen rays, from 4 to 6 skin units (1,200 to 1,800 roentgens). 

The statement was made that the lesions had been removed and had recurred. 
I did not see any definite recurrence. I looked at one scar on the abdomen and 
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was unable to tell whether the original lesion was recurring or whether there was 
a type of keloidal hyperplasia. My conclusion is that the growth is a sarcoma, 
but I am not certain as to the type. 

Dr. Frep Wise: In regard to recurrence, it is true that one of the lesions 
did not recur, but another lesion, which possibly was excised with an insufficiently 
wide margin, did recur. This was in the popliteal space. 

I recall a patient presented by Dr. Fox, a baby with a sarcoma of the face 
about the size of a lemon. The lesion disappeared at the end of about two weeks 
after one dose of roentgen rays. It recurred, however, and the child died three 
months later. I shall tell Dr. Wolf what suggestions for therapy have been made, 
and I am sure he will be grateful. 

Note.—The diagnosis of sarcoma was subsequently confirmed after further 
histologic studies. 


CONGENITAL ICHTHYOSIFORM ERYTHRODERMA. FAVORABLE RESULT OF TREATMENT 
witH RoentcEN Rays. Presented by Dr. Howarp Fox. 


This school boy, aged 15, has suffered from the present eruption since. birth. 

No similar condition has been present in any member of his family, including his 
parents, grandparents, fourteen uncles and aunts, three brothers and one sister. 
He had been treated with salves until last year, when “gland” medicine was 
administered for one year without benefit. When I first saw him he showed a 
generalized symmetrical eruption of the trunk and extremities, especially marked 
about the waist-line, in the axillae and cubital spaces and on the palms and soles. 
The skin was unusually dry and covered with large areas of tessellated brownish 
to blackish scales. Certain areas on the extremities which were free from ichthyotic 
scales were reddish yellow. The eruption was most marked on the areas which 
are usually unaffected by ordinary ichthyosis. The palms were markedly thickened, 
dry and fissured. The soles were slightly thickened. Following eight fractional 
doses of unfiltered roentgen rays the eruption disappeared on the trunk and extrem- 
ities, the lesions of the palms and soles remaining unchanged. The reddish-yellow 
coloration has disappeared, but the skin retains its extreme dryness. The patient 
is in good general health and of robust appearance and normal intelligence. 


DISCUSSION 

Dr. Howarp Fox: I had not seen this patient for a number of months when 
I asked him to appear at this meeting. I was surprised at the almost complete 
disappearance of the eruption following the use of roentgen rays. Only the palmar 
lesions remained. One who saw the boy before treatment would hardly recognize 
him. While the result will probably be temporary, it has greatly improved his 
morale, as he previously talked of suicide. 

Dr. Paut E. Becuet: I think that Dr. Fox’s apologies should not be too 
profuse. The boy’s skin is red, thickened, and dry, and in the center of the 
umbilicus there is a black pigmented mark such as is associated with some types 
of ichthyosiform erythroderma. I think that the patient still shows sufficient 
evidence to make that diagnosis warranted at the present time. 


A Case For D1aGNosis (PEMPHIGUS VULGARIS?). Presented by Dr. Frep Wise. 


This housewife, aged 49, an Austrian Jewess, is presented from the clinic for 
cutaneous diseases of the New York Post-Graduate Medical School and Hospital 
on account of lesions of the mouth and genitals of seven months’ duration. When 
first seen she presented flaccid blebs or raw areas on the lower lip, buccal mucosa, 
palate and pharynx. About three weeks ago a lesion appeared on the clitoris. 
New lesions have been appearing in the mouth. No lesions have appeared on the 
skin. The patient has been losing weight and complains of difficulty in eating. 
The results of the physical examination were otherwise essentially negative. There 
is a slight, very small, painless erosion of the clitoris. 
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The Wassermann reaction was negative. Smears from the throat and lesions 
were negative for fungi and showed very few Vincent organisms. Examination 
for diphtheria gave negative results. Smears from the genital lesion were negative 
for Bacillus crassus. 

The patient has received thirteen injections of concentrated liver extract without 
improvement. She has also had a course of sodium arsenate therapy but has shown 
no improvement. 

DISCUSSION 


Dr. H. H. Wuitenouse: I have seen so many cases of pemphigus beginning 
with lesions such as these that I inquired of the patient whether she had had lesions 
in the mouth before having her teeth extracted. In many cases such lesions have 
appeared following extraction of the teeth. I think that the condition strongly 
suggests pemphigus. 

Dr. A. Benson Cannon: I think, as Dr. Whitehouse has expressed it, that 
the most likely diagnosis is that of pemphigus. I do not know of any other 
disease that gives such persistent and superficial bullous lesions with erosion of 
the mucous membranes and is as painful as pemphigus. I believe it is natural 
that the patient should be in good general health as long as the lesions are limited 
to the mouth and do not interfere too much with the intake of food. I think 
that if the possibility of an eruption due to drugs is ruled out, as it appears to 
be, the condition is probably pemphigus. 

Dr. Howarp Fox: Pemphigus is the probable diagnosis in my opinion. The 
patient has lost much weight, which is at least suggestive, and she is a middle- 
aged Jewess who emigrated from Southern Europe and who suffered hardships 
in childhood. The last point I learned by questioning her, and it is a point on 
which the late Dr. Schamberg laid some stress. It suggests a lack of vitamins 
in early life, which might conceivably be causative. I think that the Pels-Macht 
test should be performed; that diagnostic procedure has been of great value to me. 
It has been positive in a high percentage of cases of pemphigus which I have seen. 
When a negative reaction occurs, Dr. Pels requests that other specimens of blood 
be sent to him for a repetition of the test. I wish to ask whether any of the 
members have had any favorable results with viosterol or with methylthionine 
chloride, U. S. P. (methylene blue). Neither of these remedies has been of value 
thus far in my experience. 

Dr. Eucene F. Traus: When I saw this woman at the Academy of Medicine 
she told me that she had been taking “Ex-Lax” (phenolphthalein). If the presenter 
has ruled out an eruption due to a drug, the most likely diagnosis is pemphigus. In 
regard to a positive Pels-Macht test, I have shown a patient before this society 
on at least three different occasions. The man presented oral lesions only with 
several spots on the upper lip. The Pels-Macht test has been repeatedly positive, 
but in the four years that I have followed him his condition has remained practically 
unchanged. If my original diagnosis of pemphigus is correct, the progress of the 
disease in his case has certainly been exceedingly slow. 

Dr. Frep Wise: My answer to the question of the appearance of pemphigus 
lesions in the mouth following dental work is as follows: A woman like this 
patient, not very intelligent, in fact, rather ignorant, if questioned carefully will 
state that the dental work was done on account of the appearance of the lesions 
in the mouth, and not vice versa. In this case I am almost certain that close 
questioning will reveal the fact that she had the lesions in the mouth and went 
to a dentist because of them. I do not think that extraction of teeth causes 
pemphigus. I think that pemphigus was present and was made worse by the 
extraction of the teeth. I have seen no beneficial results from viosterol and 
injections of liver extract. 

Dr. Paut Becuet: Of course, this woman has nothing but a bullous eruption 
in the mouth which may, or may not, be pemphigus. As Dr. Cannon and Dr. 
Whitehouse have said, however, in such patients pemphigus frequently develops 





SOCIETY TRANSACTIONS 439 


later. I have seen four patients in private practice in the past eighteen years with 
bullous lesions in the mouth, and in all four pemphigus developed later. One 
woman had lesions in the mouth for two years but did not lose weight. She was 
in good health and had a few discrete bullae in the mouth. Yet in four months 
she died of severe generalized pemphigus, despite active treatment. As. Dr. White- 
house has mentioned, in two of these patients bullous lesions appeared simulta- 
neously with or possibly a little after extensive dental work, either extraction of 
a large number of teeth or the improper fitting of plates. 1 think that a loss of 
weight occurs in association with later and more developed pemphigus but not in 
the early stages. My patients lost no weight until severe generalized pemphigus 
developed. Too much stress is laid on the loss of weight as a diagnostic factor 
in early stages of pemphigus. In my experience this is characteristic of the advanced 
stages only. I think that Dr. Wise is right in his opinion that it is a broad state- 
ment to say that pemphigus originates in the mouth because of dental work. How- 
ever, one of my patients, an intelligent person, stated that the lesions in the mouth 
appeared six weeks after the placing of an ill-fitting plate. Whether this was 
or was not an etiologic factor I am not prepared to state at this time. 


A Case For DraGnosis (Lupus ErytHematosus, SAarcoip oR ERYTHEMA PRFrR- 
STANS?). Presented by Dr. Epwarp R. MALONEY. 


This man, aged 39, born in England, a cook, presents several annular lesions 
on both sides of the neck and on the face. The lesions have slightly raised red 
borders with erythematosquamous centers. There are a few isolated red maculo- 
papular lesions on the face and at the hair line in front of the ears. The eruption 
has been present for the past five weeks. The Wassermann reaction was negative, 
and there is no history of the ingestion of drugs. 


DISCUSSION 


Dr. Josepu J. Etter: I think that the eruption resembles lupus erythematosus, 


but the diagnosis will have to be confirmed by microscopic examination. 

Dr. J. FRANK Fraser: The balance of the evidence favors the diagnosis of 
lupus erythematosus rather than that of sarcoid or of erythema perstans. The 
duration is only six weeks, and it must be borne in mind that lupus erythematosus 
may in its early stage bear a close resemblance to erythema multiforme. Micro- 
scopic examination and the subsequent clinical course will probably establish the 
diagnosis of lupus erythematosus. 

Dr. H. H. Wuitenouse: This is the usual discussion one hears, whether a 
lesion is lupus erythematosus or sarcoid. I think that the chances are fifty-fifty. 
The patient will have to be watched and the report of the biopsy considered. 

Dr. Georce M. MacKee: The lesions are not typical of any of the diseases 
mentioned. They lack many of the features of lupus erythematosus, which, how- 
ever, may develop later. There are a few areas of telangiectasia on the nose which 
are rather suggestive of lupus erythematosus. On the other hand, the smooth, 
velvety margins of the configurate lesions suggest sarcoid. As Dr. Whitehouse has 
said, it is impossible just now to establish an unequivocal clinical diagnosis, and 
one must depend on the microscopic examination. My tentative diagnosis is lupus 
erythematosus. 

Dr. Howarp Fox: I agree with Dr. Whitehouse that the disease may be either 
lupus erythematosus or sarcoid, but I wish to add that it is not always necessary 
to rely on a histologic examination for diagnosis. In many cases in young women 
it is not feasible to perform a biopsy on the face. In such cases it is advisable 
to try roentgen radiation as a therapeutic procedure. The treatment usually has 
a favorable action on sarcoid but does not cause improvement in lupus erythema- 
tosus. Three or four fractional doses of roentgen rays usually suffice. 

Dr. Ray H. Rutison: From the clinical picture I think that the patient has 
an early lupus erythematosus. 





440 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Dr. Eucene F. Traus: I think that the condition is probably an early stage 
of lupus erythematosus. I wish to ask whether there is a history of these lesions 
coming and going. Of course, the duration is so short, only six weeks, that it is 
not likely that many of the lesions have disappeared. I am now treating a patient 
who presented a number of similar lesions which were clinically diagnosed as 
lupus erythematosus, the duration of the process having been more than one year. 
A microscopic examination seemed to confirm this diagnosis or, at least, did not 
exclude it. While the patient was under observation the lesions rapidly disappeared, 
only to recur in similar or adjacent sites. It was discovered that the patient had an 
antrum filled with pus which had given no symptoms, and the washing out of the 
antrum first caused a flaring up of the lesions and then their disappearance. It is 
probable, therefore, that this was merely a simple toxic eruption, and the histologic 
studies were of little help in determining the diagnosis. The therapeutic test with 
roentgen rays which Dr. Fox mentioned may be somewhat hazardous. It seems to 
me that in anything but the fixed type of lupus erythematosus the lesions may 
flare up after such a treatment. 

Dr. H. H. Wuirenovuse: I saw one patient with lupus erythematosus in whom 
an epithelioma developed following roentgen irradiation, but the dose was heavy. 

Dr. Paut E. Becuet: This question cannot be answered from a few observa- 
tions. However, I have seen a number of instances in which there was none of 
the classic symptoms of the discoid type of lupus erythematosus, the lesions being 
evanescent and transient. They disappeared with the use of calamine lotion or 
strong alcoholic solutions but recurred again at the end of a comparatively short 
time and later developed into a typical discoid type of lupus erythematosus. 

Dr. Frep Wise: Dr. Fox spoke of making a diagnosis by means other than 
biopsy. If the patient were anergic to the injection of tuberculin that would tend 
to confirm the diagnosis of sarcoid. 

Dr. E. R. Matoney: I presented not two possible diagnoses but three: lupus 
erythematosus, sarcoid and erythema multiforme of the perstans type, although 
there is no history of the ingestion of drugs. There are a number of elements in 
this case which point to a diagnosis of lupus erythematosus and some that point 
to one of sarcoid. In the first place, the lesions are sharply marginated with a 
slightly infiltrated red border which somewhat suggests the diagnosis of sarcoid. 
The centers, at least when I saw them a few days ago, had very fine scaling. 
I do not know whether any one saw that today or not. It of course indicates 
lupus erythematosus. The duration of the lesions is very short, only six weeks. 
They resemble very much some types of erythema multiforme which one sees, but 
the latter eruption usually clears up quickly. These lesions have not cleared up 
but have remained constant from the beginning. I think that most of the clinical 
evidence points to lupus erythematosus as the probable diagnosis. 
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Pigmentanomalien; Nerven und Haut; Psyche und Haut. Price, 286 
marks; bound, 295 marks. Pp. 1,490, with 323 illustrations. Berlin, Julius 
Springer, 1933. Part 3: Allgemeine pathologische Anatomie; Diagnostik; 
Fremdkoérper; Degeneration der Haut. Price, 116 marks; bound, 124 
marks. Pp. 556, with 129 illustrations. Berlin: Julius Springer, 1932. 


These three parts represent the latest additions to this colossal encyclopedia which 
have come to the hands of the reviewer. The term parts does not accurately 
describe them. They are large volumes; the first contains more than 750 pages; 
the second is a tome of no less than 1,450 large pages, and the third contains more 
than 550 pages. The list of the contents given in the titles gives only an intimation 
of the great number of subjects which are considered, and they are covered nearly 
always in full detail. The names of the authors make a list of well known derma- 
tologists now active among the German-speaking people. Their contributions show 
characteristic thoroughness and accuracy. As a storehouse of knowledge of the 
various subjects which are considered, these volumes, like the others in this great 
system, are invaluable contributions to dermatology. 





Books Received 


THERAPEUTIQUE DE LA PARALYSIE GENERALE. Marcel Pinard, Albert Fiehrer 
and Marcel Tacennec. Price, 22 francs. Pp. 122. Paris: Gaston Doin & Cie, 1935. 


NOUVELLES LETTRES A UN MEDECIN PRATICIEN SUR LA DERMATOLOGIE ET LA 


vENEREoLocIE. D. Clément Simon. Price, 35 francs. Pp. 226. Paris: Masson 


& Cie, 1935. 





Directory of Dermatologic Societies * 


INTERNATIONAL 
NintH INTERNATIONAL CONGRESS OF DERMATOLOGY AND SyYPwILOLOGY 
American Secretary: Dr. Howard Fox, 140 E. 54th St., New York. 
Place: Budapest, Hungary. Time: Sept. 15-21, 1935. 
FOREIGN 
BritisH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 
W. R. Jaffrey, President, 64 Hughson St., S., Hamilton, Ont. 
Basil Bowman, Secretary-Treasurer, 408 Medical Arts Bldg., Hamilton, Ont. 
Place: Montreal, Quebec. Time: May 4, 1935. 
Royat Society oF Mepicineé, SECTION OF DERMATOLOGY 
Henry MacCormac, President, 23, Wimpole St., London, W. 1. 
R. T. Brain, Secretary, 132, Harley St., London, W. 1. 
NATIONAL DERMATOLOGIC SOCIETIES 
AMERICAN MeEpicaAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 
Jeffrey C. Michael, Chairman, 1215 Walker Ave., Houston, Texas. 
Harry R. Foerster, Secretary, 208 E. Wisconsin Ave., Milwaukee. 
Place: Atlantic City. Time: June 10-14, 1935. 
AMERICAN DERMATOLOGICAL ASSOCIATION 
Charles M. Williams, President, 114 E. 54th St., New York. 
W. H. Guy, Secretary, 500 Penn Ave., Pittsburgh. 
Place: White Sulphur Springs, Va. Time: May 2-4, 1935. 
SECTIONAL DERMATOLOGIC SOCIETIES 
3ALTIMORE-W ASHINGTON DERMATOLOGICAL SOCIETY 
Joseph E. Gately, President, 1129 Calvert St., Baltimore. 
Joseph V. Kennedy, Secretary, 1835 Eye St., Washington, D. C. 
CENTRAL New YorK DERMATOLOGICAL SOCIETY 
John R. Schermerhorn, President, 1225 Union St., Schenectady. 
L. de Mello, Secretary-Treasurer, Medical Arts Bldg., Syracuse. 
CENTRAL STATES DERMATOLOGICAL ASSOCIATION 
Samuel Goldblatt, President, 3208 Colerain Ave., Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 
Place: Cincinnati. Time: 1935. 
IowA AND WESTERN ILLINOIS DeRMATOLOGICAL ASSOCIATION 
J. C. Kessler, President, University Hospital, Iowa City. 
Robert E. Jameson, Secretary, 1014 First Natonal Bank Bldg., Davenport, Iowa. 
Place: Iowa City. Time: Oct. 15, 1935. 
New ENGLAND DERMATOLOGICAL SOocIETY 
Rudolph Jacoby, President, 270 Commonwealth Ave., Boston. 
J. Harper Blaisdell, Secretary, 45 Bay State Road, Boston. 
SOUTHERN MepicaL ASSOCIATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


J. W. Roussel, Chairman, 150 Baronne St., New Orleans. 
Cornelius F. Lehmann, Secretary, 705 E. Houston St., San Antonio, Texas. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 





DIRECTORY 


STATE DERMATOLOGIC SOCIETIES 


CALIFORNIA MeEpIcAL ASSOCIATION, SCIENTIFIC ASSEMBLY, DERMATOLOGY 
AND SYPHILOLOGY SECTION 
Ernest K. Stratton, Chairman, 490 Post St., San Francisco. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 


FioripA Society OF DERMATOLOGY AND SYPHILOLOGY 
Chairman for each meeting is elected from city in which meeting is held. 
J. J. Saxton, Secretary, 205 Zack St., Tampa. 
Place: Miami. Time: February 1935. 
LouIsIANA DERMATOLOGICAL SOCIETY 


M. T. Van Studdiford, President, 912 Pere Marquette Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, Maison Blanche Bldg., New Orleans. 


MepicaAL Society OF THE STATE OF New York, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 
George M. MacKee, Chairman, 200 W. 59th St., New York. 
Lopo de Mello, Secretary, Medical Arts Bldg., Syracuse. 


MepicaAL SOCIETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 


Robert L. Gilman, Chairman, 1930 Chestnut St., Philadelphia. 
Fred M. Jacob, Secretary, 7026 Jenkins Arcade Bldg., Pittsburgh. 


MICHIGAN State Mepicat Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


A. R. Woodburne, Chairman, 26 Sheldon Ave., Grand Rapids. 
G. Warren Hyde, Secretary, 2501 W. Grand Blvd., Detroit. 

MINNESOTA DERMATOLOGICAL SOCIETY 
Hamilton Montgomery, President, Mayo Clinic, Rochester. 
D. D. Turnacliff, Secretary, 407 Medical Arts Bldg., Minneapolis. 
Time: First Wednesday in October, December, February and April. 

OKLAHOMA STATE DERMATOLOGICAL SOCIETY 
C. L. Brundage, President, 1200 N. Walker St., Oklahoma City. 
M. M. Wickham, Secretary, 716 W. Symmes St., Norman. 
TEXAS DERMATOLOGICAL SOCIETY 


C. F. Lehmann, President, 705 E. Houston St., San Antonio. 
Everett R. Seale, Secretary, 1215 Walker Ave., Houston. 


LOCAL DERMATOLOGIC SOCIETIES 


ATLANTA DERMATOLOGICAL SOCIETY 
Francis G. Jones, President, 384 Peachtree St., Atlanta, Ga. 
Charles A. Wilkins, Secretary, Medical Arts Bldg., Atlanta, Ga. 
Bronx DERMATOLOGICAL SOcIety 
Louis Chargin, Chairman, 1 W. 85th St., New York. 
Henry Silver, Secretary, 290 West End Ave., New York. 
3ROOKLYN DERMATOLOGICAL SOCIETY 
Jacob Skeer, President, 272 E. 19th St., Brooklyn. 


George F. Price, Secretary, 884 Lincoln Place, Brooklyn. 
Time: Third Monday of each month except June, July, August and September. 





444. ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


BuFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 
Albert R. McFarland, President, 315 Alexander St., Rochester, N. Y. 
Richard L. Saunders, Secretary, 333 Linwood Ave., Buffalo. 
CuiIcaGo DERMATOLOGICAL SOCIETY 


William A. Pusey, President, 7 W. Madison St., Chicago. 
Max S. Wien, Secretary, 104 S. Michigan Ave., Chicago. 


CINCINNATI DERMATOLOGICAL SOCIETY 


Samuel Goldblatt, President, 3208 Colerain Ave., Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 


R. E. Barney, President, 1021 Prospect Ave., Cleveland. 
E. W. Netherton, Secretary, 2020 E. 93d St., Cleveland. 


Detroir DERMATOLOGICAL SOCIETY 


Clyde K. Hasley, President, 1553 Woodward Ave., Detroit. 
William G. Saunders, Secretary-Treasurer, 9203 Grand River Ave., Detroit. 


Los ANGELES DERMATOLOGICAL SOCIETY 


Moses Scholtz, Chairman, 1930 Wilshire Blvd., Los Angeles. 
Nelson P. Anderson, Secretary, 2007 Wilshire Blvd., Los Angeles. 


MANHATTAN DERMATOLOGIC SOCIETY 


Louis B. Mount, Chairman, 256 State St., Albany, N. Y. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 


MONTREAL DERMATOLOGICAL SOCIETY 


Alberic Marin, President, 1414 Drummond St., Montreal, Canada. 
Paul Poirier, Secretary, 2073 St. Denis St., Montreal, Canada. 


New YorK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


Ray H. Rulison, Chairman, 145 E. 54th St., New York. 
E. William Abramowitz, Secretary, 853, 7th Ave., New York. 


New YorK DERMATOLOGICAL SOCIETY 
Fred Wise, President, 200 W. 59th St., New York. 
R. H. Rulison, Secretary, 145 E. 54th St., New York. 
OMAHA DERMATOLOGICAL SOCIETY 
J. W. Hellwig, Chairman, 1319 Farnam St., Omaha. 
Donald J. Wilson, Secretary, 1216 Medical Arts Bldg., Omaha. 
PHILADELPHIA DERMATOLOGICAL SOCIETY 
Robert L. Gilman, Chairman, 1930 Chestnut St., Philadelphia. 
Vaughn C. Garner, Secretary, Greene and Coulter Sts., Philadelphia. 
PITTSBURGH DERMATOLOGICAL SOCIETY 
Bernhard A. Goldmann, President, Jenkins Arcade, Pittsburgh. 
J. Cavanaugh, Secretary, 28 Market St., Youngstown, Ohio. 
St. Louis DeERMATOLOGICAL SOCIETY 
Richard S. Weiss, President, 3720 Washington Blvd., St. Louis. 
M. F. Engman Jr., Secretary-Treasurer, 3720 Washington Blvd., St. Louis 
SAN Francisco DERMATOLOGICAL SOCIETY 


L. R. Taussig, President, 384 Post St., San Francisco. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 





es 











